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N the Annals of Surgery of November, 1935, 
there is a report of ‘‘Ovarian Tumors with 
Endocrine Significance,’’ from the Massachu- 
setts General Hospital.2 At that time 7 cases 
of granulosal cell tumors had been found among 
the ovarian tumors catalogued in the pathology 
laboratory. The search for these tumors was 
carried out upon all slides of ovarian tumors for 
a 10-year period. The recognition of granulo- 
sal cell tumors is rather recent, and many sur- 
geons and pathologists have never seen one. 
That they are not unusually rare is evident from 
the fact that 3 cases have been operated upon 
in the past year, 2 at the Massachusetts Gen- 
eral Hospital and 1 at the Pondville Hospital. 
It is the purpose of this paper to describe brief- 
ly and as clearly as possible what such a tumor 
is, how it ean be diagnosed, its origin and the 
different types that are seen. 


HISTORY 


In the textbooks of gynecology and pathology 
but slight mention has been made of these tu- 
mors until recently. Prof. Dr. Robert Meyer of 
Berlin is responsible in a large measure for the 
great interest that has been aroused concerning 
them. Practically all the available information 
regarding such tumors, including reports of 
eases, dates from 1930. In -this country E. 
Novak,®:* of Baltimore, S. H. Geist.) of New 
York, R. W. TeLinde,® of Baltimore and others 
have contributed many articles on the subject. 
In 1928 Graves* wrote in his textbook of an ill- 
defined group of tumors known as folliculomas, 
oophoromas and granulosal cell tumors. Real 
knowledge of the lesion, especially knowledge 
of its endocrine significance, was absolutely lack- 
ing. More recently it has been shown by 
Schuschania’ that these tumors secrete estrin, the 
female sex hormone, and they are, therefore, 
known as feminizing tumors. Meyer has ad- 
vaneed the accepted theory of their origin from 
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granulosal cell rests or the pregranulosal cells 
that are found in the medulla near the hilum of 
the ovary. 


THE TUMOR 


A granulosal cell tumor, follicle cell tumor, 
or oophoroma folliculare is a tumor composed of 
cells that resemble very closely the cells of the 
granulosa of the normal graafian follicle. More- 
over, like the cells of the follicle, the tumor is 
capable of secreting the female sex hormone 
known as estrin, folliculin or theelin. If this tu- 
mor can secrete estrin, it must affect the patient 
in the same manner that continuous estrin pro- 
duction would. It should be possible for estrin to 
be extracted from the blood end urine of such 
a patient in quantities that are greater than 
normal, and estrin should be found in the 
tumor itself. That this is true will be shown 
in the laboratory studies done upon 1 of the 
patients (case 2) described in this paper. 

Granulosal cell tumors grow in such various 
forms as cylindromatous, moiré silk, sarco- 
matous, tubular and follicular. There are at 
least three types of the tumor, for just as the 
corpus luteum is probably composed of lutein- 
ized granulosal cells, there is also the possibility 
of a granulosal cell tumor changing to a luteoma 
or corpus luteum tumor under certain cireum- 
stances. It is known that the theea interna 
of the graafian follicle secretes estrin, and. in- 
asmuch as this tissue (theca) is closely related 
to granulosal cells and lutein cells—there are 
some who believe that lutein cells are derived, 
at least in part, from the theca,—a tumor com- 
posed of thecal cells must be included in the 
group of tumors known as granulosal cell tu- 
mors. Thus, we have various methods of cell 
growth and three different types of tumors. 


The granulosal cell tumor may be of almost 
any size from a millimeter to 20 or 30 centime- 
ters in diameter. Nevertheless, the lesion is 
usually quite uniform, being about the size of a 
lemon or an orange, and is nearly always uni- 
lateral. It is usually a solid tumor with eystie 
areas in it, and there is a characteristic yellow 
tinge to the tumor tissue, some areas being more 
yellow than others. 
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ORIGIN 


There is considerable controversy as to the 
origin of these tumors, but most pathologists 
are now in accord with Meyer and believe that 
it lies in the indifferent sex cells that are found 
in the hilum of the ovary. These indifferent 
cells arise from the inner epithelial cell mass 
and possibly the outer cell mass that together 
make up the ovary (fig. 1). Ova, which are 





FIG. 1. A schematic drawing of a developing ovary, showing 
the germinal epithelium (from the outer cell mass) forming ova 
and indifferent cells. The ova and indifferent cells of the inner 
cell mass are already present in the medulla of the ovary. 
These indifferent cells or prethecal or pregranulosal cells be- 
come thecal and granulosal cells after they have surrounded 
an ovum, as is shown in the lower right-hand corner of the 
drawing. The indifferent cells, or pregranulosal and prethecal 
cells, are the criginating cells for the granulosal cell tumors. 


later surrounded by granulosal and thecal cells, 
may arise in the germinal epithelium of the 
ovary, which arises from the outer cell mass, 
or from the primitive genital cells of which 
the inner cell mass is partly composed. It is 
from the indifferent cells of the inner cell mass 
that the cells of the granulosa and theca arise, 
and it is from these thgt this tumor probably 
originates. In the diagram of the developing 
ovary (fig. 1), eggs are shown coming from the 
germinal epithelium and from the cells of the 
inner epithelial mass. The cells that surround 
the eggs are the indifferent cells that are pre- 
granulosal and prethecal. While, as has just 
been said, the tumors probably arise from these 
cells, it is logical, when one compares the great 
similarity of the granulosal cells of the graafian 
follicle (fig. 2) with the granulosal cells of the 
tumor, to consider that the tumor may have 
arisen directly from the former. In the dia- 
gram of the normal adult ovary (fig. 2), gran- 
ulosal cells of the follicle are shown, and it is 
possible that in some instances tumors arise 
from these cells. 


HISTOLOGY 


As has already been mentioned, these tumors 
grow in various forms, but the cells of all of 
these forms have some resemblance to true gran- 
ulosal cells. The follicle type is the most char- 
acteristic; it is made up of cells that look very 
much like follicle granulosal cells, and small 





areas that try to form follicles are occasionally 
observed. The epithelium palisades itself 
around some cell debris, and the result simu- 
lates very closely the early primordial folli- 
cle. In other areas are the so-called Call- 
Exner bodies or groups of granulosal cells sur- 
rounding a small area of cystie liquefaction. 
The similarity to primordial follicles and ova 
is striking, and it was formerly thought that 
these tumors were capable of producing both 
new follicles and ova. Other tumors grow 
in tubular fashion, there being clear-cut tubules 
made up of granulosal cells, and certain others 
grow in ecylindromatous fashion. The moiré 
silk type is made up of short cords of tu- 
mor tissue which are split up by connective 
tissue septa. The sarcomatous type is not rare, 
and it is due to this type of growth that many 
pathologists have considered that these tumors 
must be related to sarcomas. It is always nec- 
essary to look at many microscopic sections be- 
ADULT OVARY 
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FIG. 2. This shows many primordial follicles and a fully 
developed graafian follicle. The cells of the graafian follicle 
are composed of theca externa, theca interna and granulosa! 
cells. The cells of these structures closely resemble the cells 
of the thecoma and the granulosal cell tumor. 


fore a diagnosis is made, for, although one area 
may not even suggest such a tumor, another 
area may be found to be typical. Many sec- 
tions must be cut, and the diagnosis will be 
definite only if typical granulosal cells are seen. 
Unquestionably, in the enthusiasm of the mo- 
ment, many reports are being made of tumors 
that are ‘‘odd’’ histologically and that are er- 
roneously considered to be granulosal cell tu- 
mors. In most instances the true granulosal 
cell tumor is easy to diagnose histologically, 
but there are rare tumors that only long ex- 
perience will enable one to recognize as being of 
this type. On gross and histologic examinations, 
a thecal cell tumor closely resembles a fibroma of 
the ovary, but some of its cells contain lipoid 
and the connective tissue is hyaline in type. 
Theeal cell granulosal cell tumors are accom- 
panied by the typical symptoms and biologic 
characteristies of the granulosal cell tumor. The 
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theeoma, or the fibroma-like type of granulosal 
cell tumor of the ovary, is more common in older 
women. This may be due to the fact that the 
evanulosal cells are absent from the ovary of 
the postmenopausal patient, while the thecal 
cells are still present—an explanation that is 
based on the presumption that these tumors 


arise from the adult cells, concerning which! 


there is some question. It is possible, however, 
that the pretheecal cells are more persistent at 
the menopause than are the pregranulosal cells. 


LABORATORY DATA 


All types of granulosal cell tumors secrete 
estrin, but whether the amount of secretion is 
continuous, and whether it is large, normal or 
smaller than normal is not known. It is re- 
ported that the thecal cell tumor secretes a 
creater amount of estrin than does the true 
eranulosal cell tumor. Because of the pres- 
ence of estrin in the urine, blood, tumor, cyst 
fluid, uterus, and so forth, it is obvious that cer- 
tain of the biologie effects of estrin must occur 
in the patients. In case 2 of this series, Dr. 


Frederic Parker, Jr., of the Boston City Hospi- 
tal, earried out studies which showed that the 
urine contained less than 166 rat units of estrin 
per liter and less than 166 rat units of prolan 
per liter; that the uterus contained less than 
100 mouse units of estrin per kilogram (wet 
weight); and that the tumor contained 530 


mouse units of estrin per kilogram (wet weight). 
It was further shown that the mouse injected 
‘‘remained in complete estrus for 5 or 6 days, 
which in my experience (Dr. Parker) is longer 
than usual. The mouse showed beginning estrus 
48 hours following injection which, as you know, 
is unusually early. The mouse was finally au- 
topsied to make sure no ovarian tissue was still 
present, and none was found.’’ On the other 
hand, in ease 1 of this series no estrin was found 
in the urine, cyst fluid or tumor when examined 
in Dr. Albright’s laboratory at the Massa- 
chusetts General Hospital. This lack of estrin 
may represent one phase in the biology of these 
tumors, and the presence of estrin another. The 
presence of a continuous and increased secre- 
tion of estrin should have certain effects on pa- 
tients, such as periods of amenorrhea followed 
by flowing, periods of abnormal flowing, growth 
of breast epithelium, and hyperplasia of the en- 
dometrium. It should be responsible for preco- 
cious puberty and a return of bleeding after 
the menopause. It also could cause an inhibi- 
tion of the pituitary, at least so far as the pro- 
duction of sex hormones is coneerned. It 
should prevent ovulation and, therefore, be a 
cause of sterility. These effects of estrin pro- 
duction are evident in the symptomatology of 
patients with these tumors. 








SYMPTOMS AND SIGNS 


The presence of such a tumor in young people 
usually causes precocious genital development 
owing to an excess of estrin. The patient men- 
struates early and the periods are irregular and 
anovulatory. The breasts are well-developed, 
and other secondary sex characteristics are pres- 
ent early. The endometrium of such a patient 
shows evidence of proliferation or estrin influ- 
ence, but no evidence of secretion or of corpus 
luteum effect. Removal of such a tumor re- 
stores normal development. In 1934 Novak® 
deseribed children with such precocious devel- 
opment. ' 


An adult patient with such a tumor usually 
has periods of amenorrhea (continuous estrin 


production) before a period of abnormal bleed- 


ing of the anovulatory type. Overdevelop- 
ment of the breasts is not unusual, and the pres- 
ence of areas of hyperplasia, either throughout 
the breast or in discrete areas, with the forma- 
tion of a tumor nodule, is not surprising. En- 
dometrial biopsy shows an endometrium with 
the estrin effect of proliferation or hyperplasia, 
and there should be no evidence of a functional 
or corpus luteum effect. Removal of such a 
tumor allows the ovary to function properly— 
ovulation should take place, and periods of 
amenorrhea and menorrhagia ought to give place 
to normal ovulatory periods. 

If such a tumor occurs after the menopause, 
it causes reactivation of the endometrium, which 
is accompanied by periods of abnormal bleeding 
or even by periods of rhythmic bleeding. This 
bleeding is of the anovulatory type and comes 
from a definitely proliferative type of endome- 
trium. There should be no corpus luteum phase. 
Women past the menopause who bleed and in 
whom an estrin or proliferative effect or hyper- 
plasia of the endometrium is found should be 
carefully studied for the presence of a granu- 
losal cell tumor. In such women the breast may 
take on some evidence of growth, and the 
vagina, which ordinarily is pink and atrophied, 
may become bluish and moist along with a re- 
growth of normal vaginal epithelium. The 
symptoms, therefore, are those caused by estrin, 
with breast, endometrial and vaginal changes. 

A recent case at Pondville has attracted our 
attention. A woman of 84 with abnormal bleed- 
ing was found to have a normal, soft, smooth, 
bluish vagina. On curettage her endometrium 
showed a real hyperplasia, her urine contained 
estrin, and, on pelvic examination, a tumor was 
considered to be present. Although all the signs 
and symptoms of such a lesion were present, 
her age and physical condition did not warrant 
an operation. This ease is mentioned to show 
the extreme age at which this feminizine tu- 
mor may be present. 
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DIAGNOSIS 


Any signs of developmental precocity in a 
young girl suggest the possible presence of this 
tumor, although it is not always present, for 
there are normal girls who mature early. Fur- 
thermore, such early maturity may be due to 
precocious pituitary development and to an 
ovary that is ovulating too early. Since graa- 
fian follicles are developed even before the age 
of 2, it is not difficult to understand how, with 
just a little extra push from the pituitary, ovula- 
tion might take place, and menstruation follow 
at an early age. All precocious flowing is ab- 
normal, but it may be merely an evidence of a 
generalized precocity. If it were possible to do 
successive endometrial biopsies upon such a pa- 
tient, the finding of a secretory or corpus luteum 
phase would rule out the presence of a gran- 
ulosal cell tumor but would not exclude a lute- 
oma. The latter tumor is so rare, however, that 
it could be practically excluded. If it should 
be present in a young girl, it would cause the 
development of a secretory endometrium. As 
successive endometrial biopsies cannot be done 
in young girls, a curettage or endometrial bi- 


opsy under anesthesia just before the expected | 


period would tell whether ovulation had taken 
place. If ovulation had not occurred, the pres- 
ence of a granulosal cell tumor should be seri- 
ously considered. 
estrin in the urine would be of importance, and 


a high urine estrin, coupled with her precocious- 
ness and an estrin phase in the endometrium, 
ought to establish the diagnosis. 

In an adult patient the diagnosis can be made | 
upon a history of abnormal bleeding and the 
presence of an excess of estrin in the urine, plus 
five successive weekly biopsies, -all of an estrin 


phase. Metropathia hemorrhagica or Shaw 
type I bleeding might be confusing, since an 
estrin endometrium of the Swiss-cheese type 
is always present because of the persistent fol- 
licle cyst and the absence of a corpus luteum 
in the ovary. However, the presence of a tu- 
mor mass, which is larger and firmer than a 
follicle cyst, plus a high urine estrin and true 
hyperplasia of the endometrium, should estab- 
lish the diagnosis. 

In older women the occurrence of bleeding 
after the menopause should make one suspicious, 
especially if cancer of the body of the uterus 
ean be ruled out, and if the endometrium shows 
hyperplasia. If the urine contains estrin, the 
diagnosis ought to be almost certain, for nor- 
mal women do not have estrin in their urine 
after the menopause, whereas patients with gran- 
ulosal cell tumors do. 
above findings, a definite softening and bluing 
of the vagina is found, and if the patient has 
had any breast discomfort, the diagnosis ought 
to be fairly clear. 





A quantitative study of the | 





If, coupled with the, 
| breast growing from the epithelium of an intracan- 





TREATMENT 


Granulosal cell tumors should be operated 
upon and removed. These lesions are rarely bi- 
lateral and are not always malignant. If the 
patient is a young girl or a young child, it is 
much wiser to be conservative than to be radi- 
cal. However, in a woman near the meno- 
pause or past the menopause, it is better to be 
radical and to remove both tubes, both ovaries 
and the uterus, as if dealing with a malignant 
ovarian tumor. Occasionally, in younger women 
and children a recurrence will take place or a 
tumor develop in the other ovary, but the 
chances are not great, and it is not necessary 
to advocate radical surgery in all cases. 


CASE REPORTS 


Case 1 (Massachusetts General Hospital). The 
first case to be discussed is that of a 32 year old, 














FIG. 3. Case 1. Photomicrograph of a breast lesion removed 
6 years before the ovarian tumor. This intracanalicular papil- 
lary adenofibroma shows marked proliferation of the epithelium. 
It is considered that the granulosal cell tumor was present 
at the time this breast lesion was removed. 


single woman. In 1929, at the age of 26, she was 
operated upon at the New England Deaconess HoOs- 
pital, and a lesion of the breast was removed. The 
tumor nodule was examined by Dr. Shields Warren, 
who felt that it was a very early cancer of the 


alicular papillary adenofibroma, with marked epithe- 
lial proliferation. On restudy of this tumor it is 
obvious that there is far too much proliferation 
for an ordinary intracanalicular tumor (figs. 3 and 
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1) and that early cancer may be present.* Its great 
.ctivity raises the question as to whether a granu- 
losal cell tumor was not the real cause of the 
marked epithelial overgrowth at that time. Breast 
umors are known to accompany these lesions, and 
ecause of its odd growth and the marked prolif- 











FIG. 4 Case 1 
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power photomicrograph of 
the breast tumor. Dr. 
represents early carcinoma of 
in the footnote below. 
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eration, it is fair to assume that the pelvic tumor, 
though perhaps very small, was probably present 
at that time. The patient’s periods began at the 
age of 12 and occurred regularly every 28 days with 
a scanty flow of 2 days’ duration. 


In February, 1936, she was seen at the Massachu- ' 


setts General Hospital because of flowing that had 
been nearly constant for 1 year and 9 months, fol- 
lowing a period of amenorrhea that had lasted 
for 6 months. A dilatation and curettage was done, 
and 
endometrium (fig. 5). At that time no tumor was 
found in the pelvis. Following this operation, the 
patient was well for 1 month, after which she began 
to have bimonthly flowing. Weekly biopsies were 
started in the Ovarian Dysfunction Clinic, and all 
biopsies, even those just before and during her 
period, showed an estrin or proliferative phase. A 
tumor of the ovary was noted, and she was referred 
into the hospital with a diagnosis of a granulosal 
cell tumor. Her urine was examined for estrin and 
it was found to be present. Her prolan A test was 
negative. 

On May 29, 1936, Dr. H. K. Sowles operated upon 


Letter from Dr. S. Warren) “Fig. 3 shows a focus of 
tive epithelial proliferation in the adenofibroma. Fig. 4 shows 
focus of marked epithelial hyperplasia with loss of basement 
mbrane and invasion of stroma that I think entitles it 
» a diagnosis of carcinoma. This was at the margin of an 
racanalicular adenofibroma. Several mitotic figures can be 

noted, as well as the epithelial invasion. For those who take 

* stock in such things, the large size of the nucleoli can be 
le out.’’ 


the tissue showed definite hyperplasia of the j 





the patient and removed a solid tumor of the right 
ovary 7.5 by 10.0 centimeters in size (fig. 6). The 
rest of the pelvic organs were normal and were 
not disturbed. In June she had a small period 
that lasted for 1 day and in July a large one that 
lasted for 5 days when the flowing stopped abruptly 
as in normal menstruation. A biopsy taken 23 days 
after this period showed an estrin phase in the en- 
dometrium, when it should have been in the secre- 
tory phase (fig. 7). The exact significance of this 
cannot be explained. 














FIG. 5. 
curettage 3 


of nearly 


Care 1. Endometrium, which was removed at a 
menths before operation after a year and one half 
continuous bleeding, and which shows typical estrin 


or proliferative phase (hyperplasia) of the endometrium. 


Biologic assay of the urine that was collected 
just after the operation, of the tumor, and of some 
of the fluid present in small cysts in the tumor 
failed to give positive estrin readings. This find- 
ing confuses our ideas of the biology of these inter- 
esting tumors.* 


*The exact methods of assay of th 
tumor in this are described by 
Albright’s laboratory as follows: 

“The total weight of the ovary was 122 gm A 35 gm. portion 
of the ovary was taken and digested with sulfuric acid in 
a buffer mixture containing sodium acetate and sodium hydrox- 
ide. The pH was adjusted to between 1 and 2 with thymol 
blue The tissue was allowed to dissolve slowly by standing 
in this mixture and was then boiled for 2 hours. The pH was 
readjusted to between 1 and 2 with sulfuric acid, and the 
hydrolized mixture was extracted with isopropyl ether The 
isopropyl ether was evaporated, and the estrogenic substances 
were taken up in olive oil that was assayed in spayed rats 
for 7, 14 and 28 rat units of estrin. All of the assays were 
negative for estrin 

“The cyst fluid yield was 0.5 cc. and 
injection in spayed rats for 10, 20, 40, 
estrin. All of the assays were negative 
stances 

“The urine was assayed by adjusting the pH to between 1 and 2 
and adding an additional 1 cc. of sulfuric acid, specific gravity 
1.84. This was boiled for 2 hours, and two 300 cc. aliquots 
were extracted with isopropyl ether. The isopropyl ether was 
concentrated, and estrogenic substances were taken up in olive 
oil and injected in spayed rats. The total amount of urine 
for 24 hours on May 4, 1936 was 2,200 cc., and this was found 
to contain 22 rat units of estrin. The total 24-hour amount 
on May 30, 1936, was 700 cc. This was assayed for 10 rat units 
and was nevative for estrogenic substances.”’ 
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The tumor was solid and cystic and contained | tumor nodule was felt in the left vault, and, at a 


large areas of yellow tissue so characteristic of the 
granulosal cell tumor (fig. 6). Microscopically, it 
was a follicular type of granulosal cell tumor (fig. 8). 














FIG. 6. Case 1. Drawing of the tumor showing the cystic 
areas. The white areas in the drawing were yellow in the 
original specimen, which was a smooth, rounded, solid and cystic 
tumor about the size of an orange 


This patient had had a definite breast disturbance 
(excessive proliferation) 6 years before her granu- 


losal cell tumor was found. She had had estrin 
phase endometria on five successive, weekly biop- 
sies. Because an ovarian tumor was present, plus 
the reports on the biopsies, plus the report of the 
breast tumor, a diagnosis of a granulosal cell tumor 
had been made, which proved to be correct. The 
chart (fig. 9) shows the periods and the dates of 
the biopsies and their interpretation before opera- 
tion was decided upon. In this patient the diagnosis 
seemed quite probable, and our investigations and 
knowledge of the history made the interpretation 
an accurate one. 


Case 2 (Pondville Hospital). The patient, a 38 
year old woman with four children, came to the 
hospital complaining of amenorrhea and a vaginal 
discharge of 6 months’ duration. Twelve years be- 
fore she had been operated upon, and the right tube 
and ovary were removed. She had a badly infected 
cervix with exposure of the endocervix, and on Octo- 
ber 29, 1935, one of us (L. P.) did a curettage, am- 
putated her cervix, and repaired her perineum. A 





subsequent operation on November 12, 1935, a hys- 
terectomy was performed with removal of the left 
tube and ovary. The tumor of the left ovary was 
solid, hard and firm, and was about the size of a 
lemon. Tissue removed with the curet at the first 
operation showed a resting endometrium that was 
without evidence of estrin effect. The tumor of the 
ovary that was removed at the second operation 
was seen by Dr. Shields Warren, Dr. Frederic 
Parker, Jr., Dr. Tracy Mallory, Dr. Howard T. Kars- 
ner and the authors, and all agreed that it was a 
granulosal cell tumor of a rather peculiar type. 
There was present a polyp of the endometrium. The 
tissue of the tumor, the uterus and the urine were 
studied by Dr. Frederic Parker, Jr., at the Boston 
City Hospital, and his report concerning the estrin 
in the urine, tumor and uterus has been given above. 














FIG. 7. Case 1. A small piece of endometrium from an 
endometrial biopsy 23 days after the onset of the patient's first 
menstruation after operation. Here a secretory or corpus luteum 
phase would be expected, but it is obvious that only the pro- 
liferative or estrin phase is present. 


This patient had a granulosal cell tumor, and was 
in the amenorrheic phase that occasionally occurs. 
The diagnosis of the tumor would not have. been 
possible on the information obtained from the his- 
tory and endometrial biopsy, but on the removal of 
the tumor, its appearance, both grossly and histo- 
logically, was considered very suggestive, and on 
subsequent examination it was proved to be of the 
granulosal cell type. Figure 10 shows the tumor 
just after its removal—a solid, smooth type of le- 
sion accompanied by an endometrial polyp. The 
histologic picture is that of an “odd” type of gran- 
ulosal cell tumor (fig. 11). The polyp can probably 
be explained on the basis of prolonged estrin in- 
fluence. 
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FIG. 8. Case 1. This tumor is typical of the common follicu- 
lar type of granulosal cell tumor. Palisade-like cells can be 
seen trying to fcrm follicular areas. When one of these groups 
of cells surrounds epithelial debris or small accumulations of 
fluid, the so-called Call-Exner body is formed. 
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FIG. 9. Case 1. This chart shows the periods of the patient 
from January, 1936, to July, 1936. The heavy areas denote 
flowing, the small triangles the dates of the endometrial biop- 
sies, and the means estrin phase. This graphically demon- 
‘trates when the bidpsies were taken with relation to the flow 
and indicates that at all times during the cycle only estrin 
phases were present. 

















FIG. 10. Case 2. Photograph of the uterus with the firm, 
round and glistening tumor. It was about the size of a lemon. 
Very few cystic areas were present. There was a large endo- 
metrial polyp, but no generalized hyperplasia of the endometrium. 














FIG. 11. Case 2. 
figure 10. Here 
loosely meshed, 
stroma is said to 


Photomicrograph of the tumor shown in 
are groups of granulosal cells separated by 
connective tissue stroma. Loosely meshed 
be characteris‘ic of the tumor. 


This 


Case 3 (Massachusetts General Hospital). 
patient was a 65 year old widow with one child. 
She came to the hospital because of menorrhagia 


of 5 years’ duration. Her periods began at 12, were 
regular every 28 days, and of 4 to 5 days’ duration. 
She had had her menopause 8 years before. Almost 
every month for the past 5 years she had been flow- 
ing in large quantities. On October 10, 1934, a dil- 
atation and curettage were carried out, and radium 
given. The amount of endometrium removed was 
so great that at operation one of us (L. P.) felt it 
must represent a tumor of the endometrium. A 
diagnosis of hyperplasia of the endometrium was 
made by the pathologist, and the question of gran- 
ulosal cell tumor was considered; but because the 
patient was in poor physical condition, an abdomi- 
nal operation was not advised at that time. No 
tumor could be felt at the time of curettage. The 
bleeding did not cease after the radium application, 
and the patient continued to flow irregularly. It was 
then decided that operation should be carried out in 
spite of her condition, so on February 17, 1935, a 
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supravaginal hysterectomy and bilateral salpingo- 
oophorectomy were performed by one of us (L. P.). 
There were a few adhesions, both ovaries and the 
uterus being bound down into the posterior culdesac. 
The right ovary contained a solid tumor which was 
rocklike in consistency and suggested to the opera- 
tor a granulosal cell tumor. The pathological re- 
port was fibroma of the ovary (fig. 12), but after 














FIG. 12. Case 3. Photograph showing the small, firm, glisten- 
tng ovarian tumor. It has been cut through: the center and 
opened. The endometrium of the uterus is grossly thickened. 
This tumor is a thecoma. 


reconsidering all the facts in the case and espe- 
cially with the knowledge that this patient had had 
menorrhagia following the menopause and marked 














FIG. 13. Case $8. Photomicrograph of the endometrium 
showing marked estrin or proliferative effect. The glands are 
close together and the epithelium is full of mitotic figures. 
Note the areas of cystic dilatation of the glands so frequently 
seen in so-called Swiss-cheese hyperplasia of the endometrium. 


endometrial hyperplasia, it seemed wise to assume 
that the tumor was one of the thecal cell types 
of granulosal cell tumors. The patient made an 





uncomplicated convalescence, and her only present 
complaint is obesity. 

In this patient, the diagnosis of granulosal cell 
tumor was correctly considered. A 65 year old 
woman with marked hyperplasia of the endometrium 
(fig. 13) and menorrhagia, who was not cured by 
3,500 millicurie hours of radium, should have some 














FIG. 14. Case 8. Photomicrograph of the thecoma. Notice 
the firm bands of hyaline-like connective tissue. Occasionally 
an area of groups of cells with large nuclei that contain lipoid 
is seen. 


sort of tumor that is capable of secreting estrin. Un- 
fortunately complete studies were not carried out 
in the laboratory. Figure 12 shows the type of 
tumor that was removed, and the photomicrograph 
(fig. 14) shows the histology of the tumor. Many 
lipoid-containing cells that help confirm the diag- 
nosis of thecoma are present. 


CONCLUSIONS 


1. Granulosal cell tumors of the ovary are 
not.uncommon, and surgeons, gynecologists and 
pathologists must be on the lookout for them. 


2. There are various types of cell structures 
in the tumors, and three different types of 
granulosal cell tumors are recognized: the gran- 
ulosal cell type, the luteoma and the thecoma. 


3. The presence of amenorrhea, menorrhagia, 
high urine estrin, endometrium of the estrin 
phase and a tumor should give a elue to the 
diagnosis. 
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4. Precocious genital and breast develop- 
ment and early onset of menstruation should 
uggest the presence of the tumor. 


5. In women past the menopause, menor- 
rhagia or metrorrhagia, with a palpable tumor 
ind hyperplasia of the endometrium, makes a 
search for such a tumor reasonable. 


6. Benign tumors of the breast in youth or 
old age, and even in adult life, should sug- 
vest consideration of such a tumor. 


- 


be malignant; in older women radical surgery 
is the treatment of choice. 


7. These tumors are usually benign but may | 
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THE FACTOR OF MENTAL STRESS IN 
ESSENTIAL HYPERTENSION* 


BY ROBERT STERLING PALMER, M.D.t 


NOWLEDGE of essential hypertension has 
been confined almost exclusively to the un- 
fortunate end results, the statistical chances of 
different eventualities after varying periods of 
time and the morbid anatomy and pathologic 
physiology of a wornout heart and badly scle- 


rosed blood vessels. Innumerable causes have 
been suggested and more or less fruitlessly in- 
vestigated. Many conclude that a familial tend- 
eney and an increase of years are the only 
known etiologic agents. That the disease re- 
sults from constitutional susceptibility plus the 
cumulative strain of life is apparent, but I be- 
lieve that the inereasing knowledge of the 
peripheral cireulation and its nervous mecha- 
nism may be leading us to a more fundamental 
understanding of essential hypertension. 

Normal blood pressure depends not only on 
the head of pressure but on the peripheral 
resistance, blood volume and viscosity. The head 
of pressure may well be the least important 
as a first cause, since a very high blood pres- 
sure is often maintained through attacks of 
congestive (central) heart failure, even up to 
the moment of fatal termination. Most investi- 
gators agree that alterations in blood volume 
and viscosity are not significant in essential hy- 
pertension. 

The tone of the arterioles is chiefly controlled 
by nervous impulses that are conveyed by the 
sympathetic nervous system from the vasomotor 


*From the Medical Clinic of the Massachusetts General Hos- 
pital, 

Part of a paper read before the Vermont State Medical Soci- 
ety, Burlington, Vermont, October 16, 1936 

tPalmer, ‘tobert S,—Assistant physician, Massachusetts Gen- 
eral Hospital. For record and address of author see “This 
Week's Issue,’’ page 707. 





center in the medulla, which, in turn, receives 
a constant stream of sensory impulses from 
the periphery. Finally, this reflex is modified, 
either inhibited or excited, by influences from 
the higher centers. An illustration of the con- 
tinuous action of this reflex in maintaining vas- 
cular tone is the marked fall in blood pres- 
sure following spinal anesthesia. Reflex inhibi- 
tion may occur from a blow on the abdomen. 
Inhibition may arise from higher centers, as in 
psychogenic fainting. Finally, as will be dem- 
onstrated below, influences from the higher cen- 
ters commonly cause marked elevations in blood 
pressure. In the minute vessels or arterioles just 
before the capillaries, the gradient of pressure 
falls sharply. These vessels evidently act as a 
barrier or dam, maintaining a reservoir of ef- 
fective blood pressure. The capillaries, while 
to some extent under vasomotor control, respond 
by vasodilation or constriction chiefly by local 
reflexes according to tissue needs. The capil- 
laries seem to constitute the mechanism for 
tapping the reservoir of available pressure above 
the arterioles. At the onset of physical activity, 
or with emotional stress, the reservoir of avail- 
able pressure is reflexly increased by a combi- 
nation of arteriolar constriction and increased 
eardiae output, or by maintained tone of the 
arterioles with an increase in the head of pres- 
sure. In the face of emergencies, the increase 
in blood pressure is great and is accompanied 
by a mobilization of the red cells and a rise in 
blood sugar. This emergency response is called 
forth by critical situations and is accompanied 
by manifestations of fear or rage (Cannon’). 
If this reflex control of arteriolar tone is 
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abolished by extirpation of the entire sympa- 
thetic nervous system, as was done by Cannon* 
in the cat, the blood pressure is maintained, 
and all ordinary bodily functions proceed, but 
with one important difference. There is no 
mechanism or only a very inferior, poorly inte- 
grated one for emergency reactions. The pe- 
ripheral resistance has shifted, as it were, one 
step farther to the periphery and depends only 
on eapillary resistance governed by local vas- 
cular reflexes in response to tissue needs. There 
is no preparedness, no fight or flight mechanism 
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The characteristics of the blood pressure re- 
sponses at all stages of essential hypertension, 
which are especially well marked in the earlier 
cases before vascular sclerosis has occurred, are, 
first, marked spontaneous variability and, sec 
ondly, marked pressor response to mental stress 
At first, transient rises in blood pressure occur 
at intervals, but they continue with ever greater 
facility and with more frequency, until the 
emergency response becomes habitual. A milder 
degree of the same process is seen as a normal! 
condition in young adults of 18 to 24 years. 
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FIGURE 1. 

Rise in systolic blood pressure in response to mental stress 
(dotted columns) and in response to immersion of the opposite 
hand in ice water (cross-hatched columns) shown in cases with 
vasomotor instability, functional and organic gastric disturb- 
ances, and miscellaneous nervous conditions (control cases) and 


and no inerease of blood pressure for emer- 
gencies. The recent work of Prinzmetal and 
Wilson? may be interpreted in this light. They 
showed that after novocaine nerve block, which 
abolishes the sympathetic outflow to the arm, 
the increase in blood flow was no greater in 
hypertensives than in normal individuals. Here 
again, in one limb the first barrier was abol- 
ished, and the entire resistance then depended 
upon the local capillary reflexes. It would not 
be anticipated that more blood would be forced 
through the part than the resting tissue actu- 
ally needed. 


in cases with essential hypertension. 














A significant number of males at this age show 
systolic blood pressures over 140 mm. of mer- 
cury and are more nervous than their fellows, 
but they do not have a family history pointing 
to the presence of the constitutional factor pre- 
disposing to degenerative vascular disease.* The 
blood pressure spontaneously regresses in the 
majority of such patients. They have vaso- 
motor instability, not essential hypertension. 
They are active, healthy, overmobilized youths, 
with their emergency mechanism on the stretch, 
as indicated by flushing, wide pupils, active 
sweat glands, rapid pulse and generally acti- 
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vated expression. In response to mental stress, 
the blood pressure of these individuals rises an 
average of 11.4 mm. and, if stimulated by plung- 
ing one hand in ice water, according to the 
technie of Hines and Brown,‘ it rises 26.7 mm. 

iv. 1 A). The results are about the same with 
any normal control except that at a correspond- 
ing age the less activated individual responds 
less violently. If we use as controls patients 
with gastrie disorders, both functional and or- 
vanic, or a miscellaneous group made up of pa- 
tients with nervous fatigue, effort syndrome, 
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It is, of course, highly desirable to make an 
early diagnosis of essential hypertension, even 
in the so-called prehypertensive state, and it 
was thought by Hines and Brown‘ that the cold 
test might do this. However, I have found path- 
ologically exaggerated responses to cold in pa- 
tients with gastrie disorders and low blood pres- 
sures, in psychoneurotics and in others (fig. 
2 C). Nevertheless, in certain young patients 
with marked vasomotor instability and with a 
normal or only slightly elevated blogd pressure, 
response to cold is greater than in controls 


FIGURE 2. 


The reaction of systolic level of blood pressure to mental 
stress (broken line) and to immersion of the opposite hand 


in ice water (solid line) in: 
A. Normal control. 


B. Young woman with vasomotor instability. 
Cc. Patient with duodenal ulcer with recent exacerbation of 


symptoms. 


D. Female patient, aged 48, with essential hypertension. 
E. A patient with coarctation of the aorta. 


thyrotoxicosis, and the like, we find that the 
average response to mental stress is 12.5 and 14.5 
mm., while the response to cold is 22.7 and 
22.6 mm., respectively (fig. 1B and C). In es- 
sential hypertension, on the other hand, the 
average response to mental stress is a rise in sys- 
tolie blood pressure of 21 mm., while the aver- 
age response to cold is 32.5 mm. (fig. 1D). It 
is apparent that the response to both mental 
stress and to cold is greater in hypertensive 
individuals than in the controls or in those with 
vasomotor instability. Those with vasomotor in- 
stability, however, do show a greater response 
to cold than the control groups. 





(fig. 2 B). The response of a normal person to 
mental stress and to cold is shown in figure 2 A, 
the typical response in a hypertensive patient 
in figure 2 D. That the level of the systolic blood 
pressure alone is not responsible is shown in 
figure 2 E, which demonstrates the response to 
mental stress and to cold of a patient with co- 
arctation of the aorta, who suffered from a nerv- 
ous fatigue syndrome. 


From fairly close and continued clinical fol- 
low-ups and from approximately 100 blood pres- 
sure observations of this sort on 21 hyperten- 
sive patients, 7 patients with vasomotor instabil- 
ity and 18 control patients with normal blood 
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pressures, but with functional or organic dis- 
ease (peptic ulcer) in which mental stress was 
a prime factor, the evidence is suggestive that 
essential hypertension depends upon constitu- 
tional susceptibility, possibly an unduly sen- 
sitive sympathetic nervous system, and nervous 
strain. In my experience, most of these young 
adult patients with vasomotor instability do not 
develop essential hypertension in the course of 
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laxation. 













10 years. The patients in this group that do 
develop essential hypertension may have a strong 
family history of degenerative vascular disease. 
In addition to the constitutional tendency, the 
precipitating factor of mental stress cannot be 
overemphasized. Those who have definite essen- 
tial hypertension usually have experienced 
severe and prolonged mental or nervous strain 
and often have suffered from insomnia, func- 
tional gastric disorders, marked exhaustion and, 
H occasionally, more or less severe nervous break- 
a downs. The younger patients are often very 
highly sexed, sometimes with unsatisfactory out- 



















lets. Others have been unduly active sexually. 

It may be significant that a rise in blood pres- 
sure normally occurs at puberty,® and that es- 
sential hypertension is so commonly associated 
with the menopause in women and with the time 
of life when vigor is waning in men. These 
epochs are not only physiologic but they involve 
important changes and stresses for the whole 
personality. A boy while in college and at 















FIGURE 3. 

A. Rise in systolic blood pressure in response to spontaneous 
memory of a painful event (circles) and in response 
to cold (solid line) in a case of essential hypertension. 

B. 1. Response to mental stress (broken line) and to cold 

} (solid line) in a case of essential hypertension. 
# 2. Same after sedation, psychotherapy and voluntary re- 


Cc. Response to mental stress (broken line) and to cold (solid 
line) after a cerebral accident causing hemiplegia in 
a male, aged 56, with essential hypertension. 





graduate school had a systolic pressure of 160 
and was conscious of inner nervous tension and 
anxiety, not only about his blood pressure, but 
about other things. In the 3 years since leav- 
ing school he has spontaneously developed in- 
creased stability accompanied by self-confidence, 
and his blood pressure is at present 130. An- 
other man of 38, while overworking and over- 
playing a year ago, experienced throbbing, pal- 
pitation, headache, insomnia and anxiety states; 
his blood pressure was 190. With rest and good 
hygiene, his blood pressure now is 135. Will 
such patients in middle life or later, with the 
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trains and adjustments of that period, develop 
essential hypertension? May it be prevented 
now? These are questions that cannot be an- 
,wered at this time. One can at least avoid 
‘ixing anxiety on the blood pressure. These 
patients may be relieved of special sources of 
anxiety with favorable results. Apparently an- 
alytie psychotherapy, especially in certain 
young adults, may be very effective.®: * 

In the fully developed case of essential hyper- 
tension, nervous factors are prominent, and the 
pressor effect on the level of the blood pressure 
is marked. Figure 3 A shows the blood pressure 
response to spontaneous mental stress and to 
cold in a typical case of essential hypertension. 
While a series of blood pressures were being 
taken, the patient spontaneously recalled an au- 
tomobile accident in which a child was severely 
injured and which he had witnessed a few days 
before. Figure 3 B 1 shows the response to 
mental stress applied by questioning in regard 
to a painful personal experience and the re- 
sponse to cold in a typical case of essential hy- 
pertension. It is possible that the patient with 
essential hypertension, being especially suscep- 
tible, may aequire a conditioned reflex—the 
emergency response of the blood pressure, which 
habitually becomes induced by less intense stim- 
uli. This response may be modified by a regi- 
men ineluding rest, sedatives, psychotherapy 
and training in voluntary relaxation, as shown 
by the responses of the same hypertensive pa- 
tient to mental stress and to cold before (fig. 
3 B1) and after (fig. 3 B 2) treatment. One 
or two observations show a diminished response 
to mental stress after a cerebral accident (fig. 
3 C). ‘The unaccustomed calm and mental 
quietness of the patient after such an attack 
is sometimes quite noticeable. 

If a vasomotor reflex of the sort described 
is the basis of essential hypertension, how may 
it be modified? Cutting down peripheral im- 
pulses and increasing inhibition from the high- 
er centers by rest, conscious relaxation, psycho- 
therapy and sedatives are quite effective in 
many ecases.* These measures bring sympto- 
matic relief in 90 per cent of mild cases, 75 per 
cent of moderate cases and 46 per cent of late 
cases, while a substantial fall in the blood pres- 
sure is obtained in 50 per cent of the mild and 





moderate cases and in 33 per cent of the severe 
cases. We have learned to look for certain cases 
with a tendency to advance rapidly and which 
occur in patients under 50 years of age, particu- 
larly in women. In these patients and in those 
where a medical regimen is ineffective or cannot 
be followed, surgery of the sympathetic nerves, 
which interrupts the reflex on the efferent side, 
while still in the experimental stage, appears to 
offer some possibilities. In our hands, within the 
limits of 1% years’ observation of 25 cases, 
splanchnic resection has been very successful in 
young adults, returning the blood pressure to 
normal in early eases, lowering and stabilizing 
the blood pressure in moderate cases, but having 
no effect on the blood pressure in late and 
malignant cases. As long as the case is still in 
the vasomotor stage, the operation appears to be 
successful, but it is only partially so or a fail- 
ure in others. In those cases in which a cure has 
not been obtained two possible explanations 
present themselves. Arteriolar sclerosis may 


be sufficiently advanced to prevent relaxation 
or, in moderate and advanced cases, habitual 
local precapillary resistance, mainly under local 
nervous reflexes, may have developed and is not 
altered by diminishing the sympathetic outflow. 


CONCLUSION 


Essential hypertension is considered as a 
**chroniec emergeney’’ response of the organism. 
It depends upon nervous strain in an individual 
with a constitutionally susceptible sympathetic 
nervous system. 
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HUMAN AUTONOMIC PHARMACOLOGY. 


IV. THE EFFECT OF BENZEDRINE SULFATE 


ENZEDRINE sulfate (phenylisopropylamine 
sulfate) is a synthetic preparation belonging 
to the ephedrine-epinephrine group of drugs. 
According to Tainter’ its primary action is to 
stimulate the sympathetic division of the auto- 
nomic nervous system. Physiologically, it raises 
the blood pressure for prolonged periods,* *: *: * ° 
the rise in systolic pressure being greater than 
that of the diastolic ;° it decreases the pulse rate, 
except in some instances where it may have the 
opposite effect ;° it produces a constriction of the 
blood vessels of the upper respiratory 
tract®: 7: °° and of the organs acting as reservoirs 
for red blood cells;* it increases the intracra- 
nial pressure ;* it stimulates the central nervous 
system ;* 7° 11.1°.14 it inereases the acidity and 
the pepsinogen content of the gastric juices ;'* 
and it relaxes the tonus of the gastrointestinal 
tract.*° 
Our plan is to extend the investigations on the 
effect of benzedrine sulfate on the gastrointesti- 
nal tract and to study its action on structures in- 
timately allied to it. It is the purpose of this 
paper to evaluate the effects of the drug on one 
of these structures, the gallbladder. 


METHOD 


The individuals used in this study were all 
mentally ill but free of any clinically demon- 
strable organic pathology. All were males and 
ranged in age from 18 to 45 years. Each pa- 
tient was used as a control on himself and on 
the entire group. 

Control Study. Before the benzedrine study 
was started, each patient received a gallbladder 
dye test to determine the size and rate of empty- 
ing of this viseus. The night before the test the 
patient received a light meal, which consisted of 
dry toast, tea and sugar. One hour later he was 
given the gallbladder dye, tetra-iodo-phenol- 
phthalein sodium, orally. The following morn- 
ing, after a fast of at least 15 hours, x-ray films 
were taken of the gallbladder region. He was 
then given a meal rich in fat, which consisted of 
two slices of white bread thickly spread with 
butter, and two glasses of a milk and cream mix- 
ture into which had been beaten four raw eggs. 
After a lapse of 1 to 2 hours, x-ray films were 
again taken. Only those individuals were used in 
whom there was either a marked diminution or 
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and the Milton Fund. 
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complete absence of the gallbladder shadow on 
the x-ray films that had been taken after the 
fatty meal. This method of dye administration 
and type of meal were used throughout the 
work. 

Benzedrine Sulfate Study. 

Group 1. In this series of 6 cases, the pa- 
tient was given 30 mg. of benzedrine sulfate 
subeutaneously after the initial x-ray films of 
the dye-filled gallbladder had been taken. One- 
half hour after the administration of the drug 
films were again taken, and the patient was 
immediately given the fatty meal. The films 
were then repeated at 30 and 60 minute in- 
tervals. 

Group 2. In this series of 2 cases, after 
initial x-ray films had been taken, the patient 
was given 30 mg. of benzedrine sulfate sub- 
cutaneously, and subsequent x-ray studies were 
made 15 and 30 minutes and 1 and 2 hours 
after the drug had been administered. Each 
patient was then given the fatty meal and the 
films repeated in 2 hours. 

Group 3. In this series of 7 cases, after the 
control films had been taken, the patient was 
given 30 mg. of benzedrine sulfate subcutane- 
ously. Subsequent x-ray studies were done at 
1 and 2 hour intervals after the injection of 
the drug. Each patient was then given a fatty 
meal, and the films were repeated within 2 hours. 


RESULTS 


Charts 1, 2 and 3 represent tracings of the 
gallbladder shadows as visualized on the x-ray 
films of the patients in groups 1, 2 and 3, re- 
spectively. 

Group 1. The effeet of benzedrine sulfate on 
the dye-filled gallbladder was studied in these 
patients before the administration of the fatty 
meal. The x-ray films that were taken 30 
minutes after the drug had been given showed 
little, if any, change in the size of the gall- 
bladder shadow. In 3 of the patients, there 
appeared to be a slight increase in the size of 
the gallbladder shadow, but this was not marked. 
The fatty meal was given to the patients 30 
minutes after the drug had been administered, 
and subsequent films showed a_ gallbladder 
shadow in only 1 patient. 

Group 2. In this series of cases, the effect of 
benzedrine sulfate on the dye-filled gallbladder 
was studied at frequent intervals over a 2 hour 
period before the administration of the fatty 
meal. Films taken 15 and 30 minutes and 1 
and 2 hours after the drug had been given 
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showed no important changes in the size of the 
callbladder shadows. The fatty meal was 
viven to each patient 2 hours after the drug 
had been administered, and subsequent films 
showed a gallbladder shadow that was somewhat 
decreased in size but very definitely present in 
each case. 

Group 3. In these patients, the effect of the 
benzedrine sulfate on the dye-filled gallbladder 
was studied at 1 and 2 hour periods after the 
drug had been administered. The x-ray films 
taken at these periods showed the size of the 
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CHART 1 


Tracings of the gallbladder shadows of group 1. 


callbladder shadow to be unchanged in 3 cases, 
slightly smaller in 2, and slightly larger in 2. 
The fatty meal was given to each patient 2 hours 
after the drug had been administered, and sub- 
sequent films showed the gallbladder shadow to 
be absent in only 1 patient. Of the 6 patients 
in whom the shadow was present, the size re- 
mained unchanged in 3; it became slightly 


smaller in 1 and slightly larger in 2. 


DISCUSSION 


In this study, several facts have been estab- 
lished that are relative to the effect of benze- 
drine sulfate on the gallbladder. This drug 





does not of itself cause the gallbladder to empty. 


In no patient was the gallbladder found to de- 
crease materially in size after the administra- 
tion of the drug. The drug did not inhibit or 
prevent the emptying of the gallbladder after 
a fatty meal, when the meal was given at the 
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after its administration. In 1 patient, the 
gallbladder did not empty, but, when this re- 
sult is considered in conjunction with the other 
material, it can only be felt that this inhibition 
was an exception to the general findings and an 
expected individual variation in experimental 
work. When benzedrine sulfate was given to an 
individual, and a fatty meal was consumed by 
him 2 hours later, there was a very definite de- 
lay in the emptying of the gallbladder. This 
was true in all but 1 case and it must again 
be assumed that this case was an individual 
variation. 

The influence that benzedrine sulfate exerts 
on the gallbladder is, therefore, a definitely de- 
layed one. That this is true is established by 
the fact that most of the other physiologic 
effects of this drug usually become evident a 
short time after it is administered and reach 
a peak of effect in 30 to 60 minutes, after which 
the effect rapidly wears off. The outstanding 
exception to this is the effect of central stimula- 
tion, which may last many hours. It is hardly 
possible that there is a direct connection be- 
tween this stimulation and the inhibition of the 
emptying of the gallbladder as has been de- 
seribed, so it will be necessary to seek elsewhere 
for an explanation of the results on the gall- 
bladder. 

At the present time this is rather difficult in- 
asmuch as the physiologic mechanisms that pro- 
duce emptying of the gallbladder are imper- 
fectly understood and not unquestionably es- 
tablished upon a sound scientific basis. 

The existing literature relative to the problem- 
atical mechanisms that cause emptying of the 
callbladder indicates that (a) there is a recipro- 
cal innervation of the gallbladder musculature 
and the sphincter of Oddi and, when the gall- 
bladder contracts, this sphincter relaxes; (b) 
the gallbladder has a musculature sufficiently 
powerful to be capable of producing the amount 
of contraction necessary to empty it, and it does 
so periodically ; (c) the innervation of the gall- 
bladder is autonomic, as parasympathetic stim- 
ulation will induce contractions of the gallblad- 
der wall; (d) there is possibly a hormone, 
cholecystokinin, which is liberated from the 
duodenal mucosa upon the contact of this mu- 
cosa with stomach contents, and which induces 
the emptying of the gallbladder; (e) there is a 
direct chemical stimulation by substances such 
as egg yolk and fats, which causes the emptying 
of the gallbladder. In addition, there is an ex- 
tensive literature pointing to the existence of an 
intimate relation between the stomach, the pan- 
ereas and the liver in the emptying of the gall- 
bladder. 

Just where benzedrine acts upon the digestive 
apparatus to establish its effect is, at this stage 
of our work, unknown. We do know, however, 





that it relaxes the gastrointestinal tract® and 
that it increases the free hydrochloric acid in 
the stomach,'* by sympathetic stimulation. What- 
ever effect is obtained upon the gallbladder, one 
would expect it to be the result of sympathetic 
stimulation. Yet, when the action of the drug 
was at its height, 30 minutes after its injection, 
the gallbladder in most of the cases emptied 
normally after a fat meal, and it was only after 
the drug had been permitted to act for at least 
2 hours that the administration of the fat meal 
did not empty the gallbladder. It can only be 
postulated, therefore, that the effect of the ben- 
zedrine on the gallbladder is a delayed one. 
When benzedrine is administered, its action on 
the gallbladder is not immediate (within 30 min- 
utes), but it acts after many of the other ben- 
zedrine effects have disappeared. It is very 
probable that the failure of the gallbladder to 
empty after benzedrine has acted for some time 
may be due to (a) the failure of the stomach to 
empty normally because of atonicity or of fail- 
ure of some essential chemical substance to be 
elaborated in the stomach, which, when in the 
duodenum, stimulates the chemical or hormone 
action necessary to empty the gallbladder or 
because of both or (b) the relaxation of the 
walls of the gallbladder due to drug sympa- 
thetic stimulation or to direct contact of the walls 
with the drug. It is not felt that the failure of 
the gallbladder to empty after the drug had 
acted for some time was due to an interruption 
of the reciprocal innervation of the gallbladder 
and the sphincter of Oddi, because at no time 
did we observe any gallbladder to be actively 
contracting. 

Clinically, this work would seem to indicate 
that (a) there is no contraindication to the use 
of benzedrine sulfate in spastie gallbladder dis- 
ease or in cholelithiasis; (b) benzedrine can be 
given to individuals who are having gallbladder 
studies done, provided the drug is given about 
one-half hour before the fat meal; (ce) empty- 
ing of the gallbladder by a fat meal can be pre- 
vented, provided that benzedrine is given 2 
hours before the meal. 


SUMMARY 


A study of the effect of benzedrine sulfate on 
the gallbladder is presented. 


It has been shown that when a fatty meal 
has been administered within 30 minutes after 
the drug, the gallbladder empties normally, but 
that when a fatty meal is given at least 2 hours 
after the drug, the gallbladder fails to empty. 
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TREATMENT OF CONSTIPATION 


BY ALLEN G. BRAILEY, M.D.* 


N an earlier paper,’ I described a method of 

treating constipation, which was based on 
the assumption that the normal, regularly re- 
curring call to stool is a habit evhich can be ac- 
quired by almost everyone at the price of faith- 
ful adherence to a definite training schedule. 
The present paper is a report of the results of 
this method of treatment in a series of 100 con- 
secutive private patients who gave constipation 
as a major complaint. 

Most of these patients also complained of 


belehing, heart burn, coated tongue, headache | 


after meals and a sense of lassitude, often re- 
ferred to as ‘‘indigestion’’.*:* Sueh symptoms 
are probably due to mild degrees of reverse per- 
istalsis,*:* the result of chemical or mechanical 


irritation of the intestinal mucosa, or to abnor- | 


mal nervous stimuli, such as may occur with 
emotional stress. If this explanation is correct, 
it is easy to understand why permanent benefit 
is not obtained by the use of additional irri- 
tants, of which purgatives and high roughage 
diets are probable examples. The body shows 
a strong tendency to return to a normal state 
of tone and function and the best care often con- 
sists in removing the hindrances to this normal 
restorative process. This principle has been 
kept in mind in dealing with patients with these 
functional intestinal troubles. 


PLAN OF TREATMENT 


In starting treatment, the following instrue- 
tions were carefully explained and were also 
written out for each patient: 

Have strictly regular habits for: 

1. Sleep—a regular time for rising and, 
insofar as is practicable, for going to 
bed. 

2. Meals—no eating between meals (no 
unusual amount of roughage). 
3. Fluids—at least 8 full table glasses 
*Brailey, Allen G.—Assistant 
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daily (milk, fruit juice, water, and so 
forth). 

4. Exercise —at least 30 minutes daily 
(strenuous enough for some breathless- 
ness and palpable perspiration). 

5. Toilet visit—stay 15 minutes, if nec- 
essary, without straining; if possible, 
ignore calls to stool at any other time; 
no laxative or oil is allowed, but, if 3 
days elapse without any sort of stool, 
take a small, warm water enema at the 
end of the usual toilet visit on the 
third day. 


This concession concerning the enema was 
made for two reasons. First, in spite of assur- 
ances and explanations, an occasional patient 
faces a future without cathartics with the feel- 
ing that he has had his last stool, and it reas- 
sures him to think that he may have an enema 
if his fears seem likely to be realized; but it ts 
allowed only after 3 days of failure. Secondly, 
there is an occasional patient with whom sev- 
eral days may pass before the bowel will empty 
itself spontaneously and, if allowed to wait too 
long, his first stool may be so firm as to cause 
harmful stretching of the anal mucosa. Actual- 
ly, an interval of 3 days without a stool has 
seldom occurred, and more than one enema has 
been very rarely required. 


RESULTS 


Of the series of 100 patients treated, 1 was not 
helped and another is only partly relieved. The 
rest are all cured in the sense that each has re- 
ported passing normal stools of normal consist- 
ency at a regular time daily, without effort and 
without laxatives or lubricants. At the same 
time their ‘‘indigestion’’ has been greatly im- 
proved and usually has disappeared altogether. 
The time required to establish this regular stool 
habit has been from a few days to a few weeks— 
usually about 2 weeks. I have found no clini- 
cal evidence that the prolonged use of cathartics 
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produces any permanent irritative, atonic or 
other changes in the intestinal mucosa or mus- 
culature. The cathartic habitué was relieved 
as readily as was the novice. 


I do not wish to appear to oversimplify this 
problem. Even when organic disease has been 
ruled out, many factors of the environment, per- 
sonality and emotional make-up must be con- 
sidered, and each patient requires sympathetic 
and individual thought. To toss the patient 
hurriedly a sheet of instructions instead of a 
laxative will not prove a very superior substi- 
tute for the latter. I wish to emphasize strong- 
ly, however, that lack of satisfactory habits is 
the chief source of trouble, and that laxatives, 
oils and enemas are almost never required and 
are apt to cause more symptoms than they re- 
lieve. 


CASE REPORTS 

Case 1. A housewife, 63 years of age, had been 
constipated since youth and stated that she had not 
defecated more often than twice each month for 
25 years, in spite of taking from one to three 
laxatives in therapeutic doses practically every night. 
She was remarkable in that she seemed very insus- 
ceptible to intestinal irritation; physics gave her no 
stools and no indigestion. She wanted treatment be- 
cause she did not want to be abnormal and because 
she was afraid of auto-intoxication. She was very 
incredulous of the value of the treatment outlined 
but was willing to try it. She had three stoois the 
first week and 3 weeks later she had established 
a normal, regular, daily stool. She reported 6 months 
later that she continued to be perfectly normal, regu- 
lar and well, with respect to her intestinal tract. 


Case 2. A housewife, 30 years of age, was well 
until the birth of the second of her two children, 
7 years ago. Ever since leaving the lying-in hospital 
she had taken daily cathartics. Her physical exam- 
ination showed no organic disease. The instructions 
outlined above were given, and she was asked to 
report results in 2 weeks. After 10 days she tele- 
phoned that her stools were already entirely normal, 
and she was excused from making a second visit. 
The physician who referred her told me 6 months 
later that she had had no recurrence of difficult stools 
and was very happy over the result. 

It seems certain that this person had nothing but 
a bad laxative habit, which was undoubtedly started 
by the use of enemas or laxatives while in the 
hospital. Her history illustrates the remarkable per- 
sistence of habits once formed, whether they be bad 
or good. 


Case 3. A public accountant, 40 years of age, com- 
plained of constipation, indigestion, and frequent and 
severe headaches since childhood. A complete physi- 
cal examination was negative except for myopia, 
which was properly corrected by glasses. His treat- 
ment in the past had included special diets, a modi- 
fied Sippy regime and a wide variety of laxatives 





and oils. He had had his tonsils removed and his 
teeth x-rayed for possible foci of infection. A gastro- 
intestinal series, Graham test and barium enema 
showed no organic disease. 

Two weeks after starting treatment, he reported 
regular, daily stools, very much less heart burn and 
distress from gas and fewer headaches. One year 
later his bowel habits were still normal, and he had 
had headache or abdominal distress on only one 
or two occasions. 


Case 4. An unmarried schoolteacher, 56 years of 
age, complained chiefly of classical attacks of mi- 
graine for 40 years. She had considered herself 
constipated since childhood and had taken physics 
of some sort almost daily. Twenty years ago a sur- 
geon had performed a laparotomy for the removal 
of a Lane’s kink. A complete physical examination 
showed only undernourishment and moderate hyper- 
trophic arthritis. 

She was started on the program of good hygiene 
given above and was told to stop all laxatives. Two 
months later her stools were normal; she had had 
only one mild and abortive headache and had gained 
6 pounds in weight. For 3 years she has reported 
continued good health and freedom from headaches. 
No claim is made that this treatment cured her 
migraine. Her migraine might well have subsided 
spontaneously before reaching the age of 56. She 
was very obviously benefited by better living habits, 
however, and her lifelong habit of constipation was 
easily and auickly broken. 


Case 5. A housewife, 54 years of age, had had con- 
stipation for years and almost daily abdominal dis- 
tress, distention and pyrosis. She stated that her 
bowels had “never moved without a physic.” She 
had had attacks of suprapubic pain after urination 
for many years, and treatment for this condition 
had not been helpful. She was very unstable emo- 
tionally, nervous and tense. She had had a stormy 
experience with the menopause, the vasomotor dis- 
turbances of which still annoyed her at times. A 
careful physical examination showed no organic de- 
fect. 

She adopted the treatment advised and stopped 
all cathartics. One week later she reported that her 
bowels had not moved, but, to her great astonish- 
ment, her indigestion had disappeared, and her blad- 
der symptoms were very much better. She continued 
to improve, and her stools became essentially normal, 
but occasionally she still takes one teaspoonful of 
plain mineral oii. 

This is the person referred to above as only partly 
relieved. She considers herself much better than 
before she started treatment, but her emotions con- 
tinue to be easily upset by circumstances that neither 
she nor I can control, and each such upset brings 
some slight recurrence of her old symptoms. 
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ANTEMORTEM AND POSTMORTEM RECORDS AS USED 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FouNDED By RIcHARD C. Casot, M.D. 
Tracy B. Mauuory, M.D., Editor 


CASE 23161 
PRESENTATION OF CASE 


A 67 year old American college instructor was 
admitted complaining of attacks of substernal 
discomfort. 


About 21% years before entry the patient be- 
gan to have occasional attacks of what he termed 
indigestion. These attacks consisted of a con- 
stricting sensation beneath the upper portion 
of the sternum and were occasionally associated 
with a similar sensation in the posterior por- 
tion of the chest. The attacks were precipitated 
by moderate exertion, such as climbing a hill, 
and were usually relieved by a brief rest. Dur- 
ing the year preceding admission he noted grad- 
ually inereasing dyspnea, which was evident 
while talking and which, on oceasions, awak- 
ened him from sleep. He had always had a 
slight, dry cough, which did not increase in se- 
verity. There was no edema. During his ill- 
ness he lost weight, but the exact amount was 
not recorded. A week before coming to this 
hospital he was awakened shortly after going 
to bed by a severe paroxysm of coughing, which 
continued for about an hour and was productive 
of moderate amounts of phlegm flecked with 
blood. He developed a sensation of pressure 
in his chest, which radiated to the left shoul- 
der. Pertinent details were not recorded, but 
the discomfort continued and prevented him 
from sleeping. There was no further discom- 
fort the following day, but that night he was 
again unable to sleep because of nausea and 
the repeated raising of blood-tinged phlegm. 
There was no cough at that time, but he was 
markedly dyspneie and apprehensive. He en- 
tered a hospital where his breathlessness was 
controlled by morphine and digitalis. While in 
the hospital his temperature was 100°F., and 
his pulse was irregular, with a rate of about 
115. The fever continued until shortly before 
entry to this hospital. There was profuse per- 
spiration during this period. 

Five months before admission a scrotal oper- 
ation had been performed and one testis re- 





respirations were Cheyne-Stokes in character, 
and his skin was cold and clammy. There was 
moderate sclerosis of the retinal arterioles. The 
cardiac impulse was diffuse and wavy in char- 
acter and extended over an area about 7 centi- 
meters in diameter. The left border of cardiac 
dulness extended 12 centimeters to the left of 
the midsternal line. There was gallop rhythm. 
The sounds were of poor quality. A blowing, 
systolic murmur was audible in the apical region 
and was transmitted into the axilla. The blood 
pressure was 150/110. Chest resonance was un- 
impaired, but many fine, moist rales were audi- 
ble at both bases. There was moderate sclero- 
sis of the peripheral vessels, but no edema. 

The temperature was 100°F., the pulse 100. 
The respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.024. There was a trace of albumin. 
The sediment contained rare red and white 
blood cells. The blood showed a red cell count 
of 4,200,000, 85 per cent hemoglobin. The white 
cell count was 11,000, 76 per cent polymorpho- 
nuclears. The sputum was mucopurulent in 
character and contained no tubercle bacilli. The 
nonprotein nitrogen of the blood was 38 milli- 
grams per cent. A blood Hinton test was nega- 
tive. An electrocardiogram showed left axis 
deviation, diphasie T; and Ts and high origin of 
Ty. 

A portable x-ray film of the chest showed mot- 
tled dulness involving almost the entire area of 
both lung fields. Mottling was confluent along 
the right border of the heart, where there was 
a triangular area of density. The right upper 
lobe appeared to be reduced in size. There was 
a small amount of fluid at both bases. The 
heart was grossly enlarged in all diameters. 
The predominating enlargement was in the re- 
gion of the left ventricle. The aorta was ob- 
secured by dulness in the lung, but there was 
dilatation of the vena cava and pulmonary ves- 
sels. 

The patient’s temperature varied between 
98.6 and 100°F. during the first 2 weeks in the 
hospital, and his white count on one occasion 
rose to 17,000. Notes by several observers stated 
that rales were more evident in the upper an- 
terior portion of the right chest. No definite 
dulness was elicited. The blood pressure rose to 
180/110 but later went down to 140/110. The 
gallop rhythm persisted, and there was pulsus 
alternans. After the end of the second hospital 
week the temperature remained elevated be- 
tween 100 and 102.5°F. The patient, who had 
remained in a precarious condition despite the 
administration of oxygen, digitalis and seda- 
tives, became progressively weaker and died on 
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the twenty-fourth hospital day. There was no 
note of pain or cough during the period of 
hospitalization. 


X-RAY INTERPRETATION 


Dr. AuBREY O. Hampton: These are port- 
able films taken with the patient lying on his 
back. The supracardiae shadow and the aortic 
arch are magnified. This is the triangular area 
of density that is mentioned. There is mottling 
all over the midareas of both lungs and in the 
upper lobe on the right. The right upper lobe 
is reduced in size, and a few lesions have the 
appearance of old sears. I do not know how 
we can be certain that the right upper lobe is 
not reduced in size from bronchial occlusion. It 
would be very unusual to see it at this stage. 
The searring in the right upper lobe could be 
due to old tuberculosis. 

Dr. AtFreD O. Lupwie: Are there any ad- 
hesions there? 

Dr. Hampton: Yes, pleural adhesions. 

Dr. Lupwie: What about the mottling? Do 
you think it is due to passive congestion of the 
lung? 

Dr. Hampton: I think that it suggests an 
infarct, and perhaps some of the other areas of 
dulness are from infarcts also. 

Dr. Lupwie: Would you think of malig- 
nancy at all? 

Dr. Hampton: The lung roots do look large. 
We thought that these shadows at the lung roots 
were blood vessels. The picture could be pro- 
duced by passive congestion. 

Dr. Lupwie: Is there any evidence of right 
auricular enlargement? 

Dr. Hampton: There is diffuse enlargement 
of the heart; the greatest change is in the re- 
gion of the left ventricle. That observation 
about the dilated vena cava might be a little in- 
accurate. 

DIFFERENTIAL DIAGNOSIS 


Dr. Lupwie: This history starts off inno- 
cently enough, and there seems to be little doubt 
that this 67 year old man had very definite 
angina pectoris. His attacks as described are 
perfectly typical, with constriction beneath the 
upper portion of the sternum, which is brought 
on by exertion; and, from what we find about 
the blood pressure later on, there can be little 
doubt that he had hypertension and probably 
hypertensive heart disease, as well as definite 
involvement of the coronary system, which 
would be enough cause to give him angina pec- 
toris. Preceding admission he began to have 
gradually increasing signs of a failing heart, 
evidenced by dyspnea and perhaps by the slight, 
dry cough. There is additional evidence of be- 
ginning cardiac failure, more left-sided than 
right-sided, of course. 





The first thing that we come to of any great 
importance is the severe paroxysm of pain ani| 
coughing that this man had 1 week before com- 
ing to the hospital. It is interesting and im- 
portant to speculate about the character of that 
attack. Offhand, I think one would say that it 
was an attack of cardiac asthma or a paroxysin 
of nocturnal dyspnea, coming on quite sudden- 
ly as a result of left ventricular failure. The 
attack does not seem typical of pulmonary 
edema, although it may perfectly well have been, 
since he raised. moderate amounts of phlegm 
flecked with blood. This phlegm is not de- 
scribed as large amounts of foam flecked with 
blood, which one ordinarily associates with pul- 
monary edema. The pain radiated to the left 
shoulder. That could have occurred, I think, 
from the considerable degree of cardiac failure 
per se, but one wonders if something else did 
not happen—whether he had a coronary infare- 
tion, let us say. If he had a coronary infare- 
tion, it must have been very severe because of 
the degree of failure and disturbance; but then, 
we find he got up the next day, which does not 
sound compatible with a severe degree of coro- 
nary thrombosis. If it had been a relatively 
small infaretion, he might have been able to 
get up the next day. 

What else might this be? It occurred to me 
that the extreme amount of coughing was un- 
usual for the conditions I have mentioned thus 
far, that is, for ecardiae asthma, pulmonary 
edema or coronary thrombosis. It makes me 
think of the picture one sees in pulmonary em- 
bolism, for instance. Very often the appear- 
ance of emboli in the lungs gives just this sort 
of picture and may be associated with a good 
deal of cough, distress, dyspnea and_ blood- 
tinged phlegm. 

He had another attack of the same sort on 
the following night. He obviously did not have 
another coronary infarct—I should not say ‘‘ob- 
viously’’; he might well have had it, but it does 
not seem likely to me. He ran a slight fever, 
which does not help very much. He might have 
had a temperature with either coronary throm- 
bosis or pulmonary infarct. The irregular pulse 
fits in somewhat better with coronary throm- 
bosis, but there again we would like to know 
the nature of the irregularity. Was he fibril- 
lating; did he have frequent extrasystoles; or 
was the irregularity due to pulsus alternans? 
It may have been any of these things. If he 
was fibrillating, I should lean more toward cor- 
onary infarction than toward pulmonary em- 
bolus. Whereas, if it were due to the other 
irregularities, pulmonary embolus is more 
likely. 

Then, we have the note about the scrotal op- 
eration, which I, perhaps foolishly, am inclined 
to discount. I cannot see how it fits into the 
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rest of the story. Possibly he had a tumor of the 
testicle. 

His physical examination is primarily what 
we would expect in a man of his age with hyper- 
tension and coronary heart disease with failure 
and, perhaps, with a recent, severe episode of, 
let us say, coronary thrombosis. The ashen 
cyanosis that one sees so often following such 
an episode is described, but, there again, it may 
have been the result of pulmonary embolism. 
The Cheyne-Stokes respirations are again mere- 
ly secondary to whatever caused the pain and 
discomfort that he had the week before he 
came in. It is obvious from the description, or 
at least it seems obvious to me, that this man 
hada considerably enlarged heart. The cardiac 
dulness extended 12 centimeters to the left of 
the midsternal line. We do not know how large 
a man he was but, assuming that he was of 
average size, probably the heart was considerably 
enlarged to the left. It might be due to acute 
dilatation or, more likely, to left ventricular hy- 
pertrophy from long-standing hypertension. The 
vallop rhythm and the nature of the sounds 
again make us think of an acute coronary epi- 
sode, failing heart from old coronary disease 
or hypertensive heart disease. The blowing, 
systolic murmur is probably explained by dila- 
tation. It is quite surprising that, with all this 
disturbance coming on, he had so few physical 
signs in the chest. Also, it is interesting to note 
the complete absence of signs in the periphery ; 
nothing is said of a large, tender liver or wheth- 
er the neck veins were dilated and pulsating. 
There apparently was no edema. The temper- 
ature, pulse and respirations are perfectly con- 
sistent with ordinary cardiac failure, coronary 
thrombosis or pulmonary embolus. 

The urine shows a high specific gravity, a 
trace of albumin and a few red and white blood 
cells. The nonprotein nitrogen was 38 milli- 
grams per cent. I should interpret that as per- 
feetly consistent with the urine one expects with 
cardiac failure and should say that he does not 
have any degree of parenchymatous nephritis. 
He has the high specific gravity and the slight 
retention of nonprotein nitrogen that we so fre- 
quently see in moderate or severe degrees of 
eardiae failure. As far as the electrocardio- 
gram is concerned, my impression is that it is 
not of much help in making a diagnosis of past 
coronary disease or in deciding whether the pa- 
tient had an acute coronary episode. I think 
that all these changes could be produced by 
digitalis alone. I would like to ask Dr. 
Sprague’s opinion on that. 

Dr. Howarp B. Sprague: I think that the 
statement is perfectly true. The electrocardio- 
graphic changes do not help you in this case, 
and they could be produced by digitalis. 


Dr. Lupwie: The other point that interested 
me somewhat was the number of cases of acute 





eoronary thrombosis that did not show electro- 
cardiographic changes before we had chest leads. 
I think such eases are few. 

Dr. SpracuE: The number is said to be 2 per 
cent, but that is based on individual tracings, 
not serial ones. 

Dr. Lupwie: My impression is that, if there 
are signs of coronary thrombosis without eleec- 
trocardiographie findings, one had better look 
for something else. 

Dr. SpraGue: I think that is true, particular- 
ly since we now have chest leads. 

Dr. Lupwic: There are a few things in the 
x-ray films that interest me. One is the curious 
mottling, which may be due to chronic passive 
congestion of the lungs alone; however. we 
wonder if it may be due to anything else. Then, 
there is this curious area of density, and, third- 
ly, the eryptie note about the vena cava and the 
pulmonary vessels. All these may be simply 
misleading, but, on the other hand, they may 
be important. It occurs to me that mottling 
may be due to other causes. What are these other 
causes? I have already mentioned pulmonary 
embolism. It is conceivable that this man may 
have had multiple, small, pulmonary emboli, 
and that this area may be an infarction result- 
ing from a large pulmonary embolus. You may 
say that he does not have any focus to produce 
emboli. That does not rule out a foeus by any 
means. Phlebitis, without signs, may be a 
source. Furthermore, an irregularity of his 
heart at some previous admission is described. 
It may have been previously fibrillating and 
could have produced pulmonary emboli; but. 
if he had pulmonary emboli, they would more 
likely have been produced from pelvie phlebitis 
than from the heart. 

One other thing occurred to me. It may 
be somewhat of a flight of fancy, but this may 
be some sort of metastatic carcinoma. I was 
quite interested to run across an article that 
described a picture similar to this man’s. In 
the 4 cases deseribed, 3 patients had earci- 
noma of the stomach, and 1 had carcinoma 
of the sigmoid. They presented a diffuse lym- 
phatie metastasis in the lung, and it was postu- 
lated that the tumor got into the lung either 
through the hepatie veins into the vena cava or 
through the thoracic duct into the vena cava 
and spread out to the lymphatics and periar- 
terial lymphatie channels, causing a tremendous 
amount of increased resistance in the lesser cir- 
culation. Apparently the radiologists were able 
to make this diagnosis by x-ray alone. I have 
never seen such a case, but it is possible that 
this man represents one. Certainly we have 
no right to say that this man had a carcinoma. 
because he has no symptoms or signs. On the 
other hand, one sees cases of carcinoma of the 
stomach without symptoms or signs. Then, the 
dilated vena cava and pulmonary vessels, if 
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my theory is correct about something obstruct- 
ing the lesser circulation, are to be explained by 
obstruction and increased resistance in the 
lungs. 


I am sure that I do not know what the rales 
in the upper chest were from. It is possible 
that the patient had an infarct, but I do not 
see how we can say more than that his course 
was simply that of progressive heart failure 
with gradual narrowing of pulse pressure, even- 
tual failure of the heart and death. So far as 
the diagnosis is concerned, I can go no farther 
than to say he had hypertensive and coronary 
heart disease, that he had congestive failure, 
that he may or may not have had an acute 
episode of coronary thrombosis,—although I 
would be willing to bet against it,—and that 
he had some obstruction or increased resistance 
in his pulmonary circulation, the nature of 
which I can only guess. It may be due to mul- 
tiple pulmonary emboli or it may represent met- 
astatic malignaney. I do not think he had any 
marked degree of nephritis. 


Dr. Donatp S. Kina: May I ask if there 
is such an entity as cardiopneumofibrosis? 


Dr. GeorceE W. Houmes: I am sorry that 
you brought that up. Years ago I wrote a paper 
on the subject and have regretted it ever since. 
I doubt if there is such a thing. 


Dr. Kine: How about fibrosis at autopsy in 
this case? 


Dr. Hotmes: In some eases with long-stand- 
ing passive congestion there may be a certain 
amount of fibrosis, but the term is a misnomer. 
The findings are probably due to passive con- 
gestion or to stagnation of blood in the lungs. 
We often see a picture like this, which disap- 
pears after the patient is put on digitalis. I 
do not think there is a true fibrosis except in 
rare cases, but Dr. Mallory can answer that bet- 
ter than I. 


Dr. Hampton: If these are infarets and not 
emboli, I am going to be disappointed. 


A Puysictan: I would like to ask Dr. Hamp- 
ton if there is any possibility of fluid in the 
pericardial cavity. 

Dr. Hampton: Yes, it is possible, but we 
could not make a diagnosis without fluoroscopy. 

A PuysiciaAn: It is significant that he had a 
cough all his life. I think that we would have 
to carry into the differential diagnosis the pos- 
sibility of tuberculous pericarditis with emboli 
coming at the end. 

Dr. Hampton: He has a scarred upper lobe 
on the right, or what appears to be one; we 
think that he probably had tuberculosis at one 
time to explain that. We did not see any miliary 
process, and there are no cavities. 





CLINICAL DIAGNOSES 


Arteriosclerotic heart disease. 
Pulmonary infarction. 
Bronchopneumonia. 


Dr. ALFRED O. LupwiaG’s DIAGNOSES 


Hypertensive and coronary heart disease. 
Congestive failure. 

Multiple pulmonary emboli? 

Lymphatie malignant metastases of the lung? 


ANATOMIC DIAGNOSES 


Hypertrophy of the heart, hypertensive type. 

Arteriosclerosis: coronary, marked; aortic, 
marked, with aneurysm. 

Infaret of the heart, old. 

Pulmonary emboli. 

Pulmonary infarets. 

Thrombosis of the popliteal and the posterior 
tibial veins of the left leg. 


PATHOLOGICAL DISCUSSION 


Dr. Tracy B. MAtuory: The postmortem 
showed an enlarged, hypertensive heart as pro- 
phesied, with a very marked grade of coronary 
disease. All branches of both coronaries were 
narrowed, but at the time of autopsy no one of 
them was completely occluded. I think we must 
assume that in the past one of them had been 
occluded and became recanalized, because there 
was an old, completely healed infarct at the 
apex. It must have been months, and probably 
years, old. There was no fresh infarction. The 
only thing found to explain any of the symp- 
toms of the last month of his life was a series 
of thrombi in the lungs, of various ages and 
various degrees of adherence, with secondary 
infarcts of different sizes seattered throughout 
all five lobes. 

Dr. Hampton: The scarring was due to in- 
faretion instead of tuberculosis? 

Dr. Matuory: Yes. He had one other to- 
tally unsuspected and, as it turned out, unim- 
portant finding, though it might easily have 
caused trouble if he had lived longer. This was 
an aneurysm of the abdominal aorta, just above 
the bifurcation, which was apparently arterio- 
sclerotic in origin. The aorta at this point 
was definitely dilated, and the intima was shaggy 
and covered with clots which might easily have 
broken loose and produced emboli that would 
have occluded the leg arteries. 

A Puysictan: Did he have thrombosis of 
the veins in his leg? 

Dr. Mautuory: There were thrombi in the 
deep veins of the leg, which were unquestion- 
ably the source of his pulmonary emboli since 
no thrombi were present in the cavities of the 
right side of the heart. 
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CASE 23162 


PRESENTATION OF CASE 

A 16 year old native schoolboy was admitted 
complaining of inability to open his jaws. 

The patient stated that he was well until 10 
days before entry, when he injured his right hip 
while playing football. During the succeeding 
2 days his right leg above the knee became 
painful and stiff. Eight days before entry he 
developed stiffness and pain in the left shoulder, 
profuse perspiration and general malaise. There 
were no chills. Two days before coming to 
the hospital he found it difficult to open his 
mouth and observed bilateral swelling and 
tenderness in the temporomandibular regions. 
At the same time there were stiffness of the 
neck and painful swelling of the right ankle. He 
became definitely feverish and shortly after- 
ward developed pain and redness in the region 
of the right testicle. The day before admis- 
sion there was pain in the right knee, and he was 
unable to open his mouth more than 1 or 2 centi- 
meters. On the day of entry he developed a 
sore throat, slight cough and pain in the right 
lower chest on deep inspiration. X-ray exami- 
nation of the right leg and shoulder taken by 
a physician were said to have been negative. 
History of exposure to venereal disease was em- 
phatically denied. 

Physical examination showed a well-developed 


and nourished boy lying flat in bed complaining 
of pain in the right hip, knee, ankle and left 


shoulder. The skin was hot and flushed, and 
over the arms, legs and chest were rare, small, 
slightly elevated, pink spots. There was definite 
ptosis of the left lid, and he was only able to 
raise the lid with effort. The right palpebral 
fissure was wider than the left, and there was 
slight internal strabismus. The neck was stiff, 
and the patient was unable to open his mouth 
more than 1 centimeter. The heart was not en- 
larged. There was a soft, systolic murmur heard 
over the precordium, which was loudest at the 
apex. The blood pressure was 120/80. * At the 
right base posteriorly and anteriorly tie breath 
sounds were slightly diminished, and occasional 
crepitant rales were audible. The remainder of 
the chest was negative. There was slightly in- 
creased resistance to palpation in the right 
flank, and tenderness was elicited on the right 
side. Examination of the genitalia showed a 
rather thin and watery urethral discharge. The 
right testis was red, swollen and tender, and the 
epididymis was thickened. There were periar- 
ticular warmth, redness and tenderness over 
both temporomandibular joints. Similar signs 
were noted over the left shoulder and the right 
hip, knee and ankle. A rectal examination was 
negative. 

The temperature was 105°F., the pulse 135. 
The respirations were 30. 





Examination of the urine showed a specific 
gravity of 1.022 with a slight trace of albumin. 
The sediment contained 100 white blood cells 
and a rare red blood cell per high power field, 
but was otherwise negative. Following pros- 
tatic massage a urethral smear demonstrated 
gram-negative intracellular diploececi on one 
oeeasion only. The blood showed a red eell 
eount of 5,100,000, 75 per cent hemoglobin. The 
white cell count was 23,000, 84 per cent poly- 
morphonuclears. Examination of the stools was 
negative. Pneumococci, types I, II or III, 
could not be demonstrated in the sputum. The 
nonprotein nitrogen of the blood was 28 milli- 
grams per cent, and the urie acid was 3.5 milli- 
grams per cent. Three blood cultures showed 
Staphylococcus aureus. 

An x-ray film of the chest showed the left 
diaphragm to be obscured by a large heart, the 
enlargement being chiefly in the left ventricle. 
The aortic shadow appeared to be normal. The 
right diaphragm was slightly elevated and 
showed hazy mottling just above it. There was 
a slight angular area of this mottling at the 
apex, pointing into the hilus. 

The patient’s condition remained essentially 
unchanged, and his temperature ranged between 
102 and 105°F. The pulse rose progressively 
to 160. Further examinations of the urethral 
smears showed pus cells but no organisms. 
An x-ray film of the chest on the third hospital 
day showed no significant change. The patient’s 
condition became progressively worse, and he 
died on the fourth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Jonn H. Tatsotr: This is the story of 
a 16 year old schoolboy who was sent to the 
hospital because of inability to open his jaws. 
I think the first thing most of us consider with 
such a history is lockjaw or tetanus. The symp- 
toms began 8 days before admission to the hos- 
pital and 2 days after a football injury. The 
usual ineubation period in tetanus is consider- 
ably longer than 2 days. The original hip in- 
jury was probably a hematoma in the muscle or 
a subperiosteal hematoma. No mention is made 
of an abrasion of the skin, and presumably no 
fracture of one of the bones of the hip was 
suspected. At the time of recurrence of symp- 
toms in the right leg, the patient had involve- 
ment of other joints, with sweating and malaise. 
These are characteristic of an acute infection, 
and I think we must concentrate on this aspect 
of the case from now on. 


Two days before coming to the hospital the 
patient was unable to open his mouth and had 
swelling and tenderness in the temporoman- 
dibular regions. At the same time there were 
involvement of other joints and stiffness of the 
neck. On the day of admission the patient had 
a cough and pain in his chest on deep inspira- 
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tion—symptoms which are suggestive of pleurisy 
accompanying either a pneumonia or an infarec- 
tion. 

The x-ray examination of the right leg and 
shoulder was said to be negative. We know that 
acute joints do not show evidence of involve- 
ment by x-ray until at least 2 or 3 weeks have 
elapsed after the first symptoms. The fact that 
the x-rays were negative does not rule out a 
process in the joints. 

A history of exposure to venereal disease was 
apparently sought but not confirmed. The 
whole picture simulates, in many respects, an 
acute gonorrheal arthritis. I do not believe, 
however, that the gonococeus is the etiologic 
agent. 

On physical examination the patient showed 
evidence of an acute infection, polyarthritis and 
meningeal irritation. On the skin there were 
small, slightly elevated, pink spots. Such spots 
are observed in septicemia, especially in men- 
ingococcus septicemia. The ptosis of the left 
lid was indicative of third nerve involvement. 
Strabismus is frequently an accompanying find- 
ing. We find that the neck was stiff. This 
means, I believe, that there was meningeal irri- 
tation as well as muscle or vertebral involve- 
ment. <A soft systolic murmur was heard all 
over the precordium. We do not know whether 
this was a recent finding or a so-called func- 
tional murmur. If we knew that this murmur 
had not been present at a previous examina- 


tion, we would be justified in making a tentative 
diagnosis of acute endocarditis in the presence 


of a septicemia. The breath sounds were di- 
minished in the right lung base, and there were 
erepitant rales. This is consistent with either 
a small patch of bronchopneumonia or an in- 
farct. The watery urethral discharge centers 
our attention again upon a possible generalized 
gonococeus infection. Against this is the neg- 
ative prostatic examination. A prostatitis gen- 
erally accompanies a gonorrheal infection, and 
the absence of this, I believe, -is significant. 

The patient was acutely ill, and only a few 
determinations were done in the hospital. The 
trace of albumin in the urine means to me noth- 
ing more than fever. The presence of gram- 
negative intracellular diplococci on one examina- 
tion is difficult to evaluate. Again, if this were 
a fulminating gonococcus infection, I believe 
there should have been no difficulty in finding 
the organisms at repeated examinations. <A red 
blood cell count of 5,000,000 suggests that the 
septicemia was of short duration. In typing 
the sputum they presumably were looking for a 
generalized pneumococeus infection to explain 
the whole picture. The uric acid concentration 
of 3.5 milligrams per cent is normal. 

In the differential diagnosis of acute arthrit- 
ides, a gouty polyarthritis should be consid- 





ered. I do not believe that this is gout, and 
the normal uric acid is confirmatory evidence. 
In a large series of gouty and nongouty pa- 
tients in this clinic, I have never observed a nor- 
mal concentration of urie acid in any of the pa- 
tients with proved gout. 

Three blood cultures showed Staphylococcus 
aureus. Staphylococcus albus is frequently a 
contaminant in routine blood cultures, Staphy/!- 
ococcus aureus but rarely. Since blood cultures 
are taken in pairs, generally on different days. 
it is unlikely that at least two pairs were con- 
taminated by the same organism. I believe, then. 
that the finding of staphylococei in the blood 
culture means staphylococcus bacteremia. 

If the doctors had been seriously considering 
a gonococeus infection, they would certainly 
have used glucose broth for their culture me- 
dium, and organisms should have been grown 
with this technic. Other tests, which might have 
been done, but were not, because of the condition 
of the patient, are a complement fixation test 
and a lumbar puncture. The complement fixa- 
tion test for the gonococcus may be positive 
within 10 days after the onset of joint symp- 
toms but usually is not positive until the second 
or third week. We are, then, on the border- 
line of time to expect a positive complement 
fixation, and this might have contributed a lit- 
tle. A lumbar puncture would certainly have 
ruled in or out a meningococcus meningitis. At 
this stage of the disease, if the stiff neck had 
been caused by this organism, we would have 
found a large number of white cells in the spi- 
nal fluid and a lowering of the spinal fluid 
sugar. The spinal fluid findings in tetanus are 
usually normal. 

I am at a loss to interpret the enlargement 
of the left heart by x-ray. On physical ex- 
amination the heart was not enlarged. It is 
possible, but improbable, that an infarct near 
the hilus of the left lung produced this change, 
and equally unlikely is a septic infarct in the 
myocardium producing acute myocardial hyper- 
trophy. The x-ray of the lungs showed an 
angular shadow characteristic of infarct in the 
right lung. 

The patient’s temperature ran a septic course, 
and he became progressively worse and died 4 
days after admission. I believe this patient 
was suffering from a Staphylococcus aureus sep- 
ticemia with emboli in the brain, meninges, skin, 
testicle and kidneys. The arthritis, also, was 
septic in origin. There were pulmonary in- 
farets, an endocarditis and possibly a myocar- 
dial infarct. 


CLINICAL DIAGNOSES 


Staphylococcus aureus septicemia. 
Gonorrheal urethritis and arthritis? 
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Dr. Joun H. Tausortr’s DIAGNOSES 


Staphylococcus aureus septicemia, with septic 
emboli. 

Septic arthritis. 

Pulmonary infarcts. 

Acute bacterial endocarditis. 

Myoeardial infarct? 


ANATOMIC DIAGNOSES 


Staphylococcus aureus septicemia. 


Acute prostatitis, vesiculitis and epididymitis, | 


Staphylococcus aureus. 

Acute bacterial endocarditis, Staphylococcus 
aureus. 

Pulmonary emboli. 

Septie infarets of the lungs. 


PATHOLOGICAL DIscUSSION 


Dr. Tracy B. Mauuory: This patient showed 
at autopsy the characteristic findings of a wide- 
spread staphylococeus infection. The primary 
site of infeetion—perhaps it would be safer to 
say the point of first localization—was, as the 
history suggested, the genito-urinary tract. 


There was abscess formation in the prostate, 
and there were vesiculitis and epididymitis. The 
prostatie portion of the urethra was involved, 





but the infection had not extended back to the 
bladder, and the kidneys were entirely free. 
Smears and cultures from all these areas showed 
staphylococci but no gonocoeei, and I do not be- 
lieve that gonococci were ever present. Staphylo- 
cocci, especially when intracellular, can easily be 
decolorized if the gram stain is carelessly done, 
and it was never possible to check the house 
officer’s original finding. 

As Dr. Talbott suspected, an endocarditis had 
developed. It was, however, quite unusual in 
character. Whereas endocarditis usually ap- 
pears upon a valve, and most often on a valve 
on the left side of the heart, the vegetations in 
this instance were in the right heart and in- 
volved, not the heart, but the apex of a papil- 
lary muscle and the corresponding chorda 
tendinea. This was probably the source of most, 
if not all, of the multiple emboli which were 
found in the lungs and which had produced 
multiple large infarets. Some of the infarcts, 
as would be expected with Staphylococcus 
aureus infection, showed early evidence of ab- 
scess formation. We did not have permission to 
examine the head, but I have no doubt that 


|metastatic abscesses must have been present, as 


Dr. Talbott predicted. 
disappointing ; 
said to have 
nothing. 


The joints proved very 
we opened several which were 
been involved and could find 
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PRONTYLIN AND PRONTOSIL 


THE true value of new therapeutic agents, 
such as prontylin and prontosil, as mentioned 
in a correspondent’s letter in this issue of the 
Journal and as already commented upon editori- 
ally (this Journal 215: 1311 [Dee. 31] 1936), 
can only be determined by exhaustive experi- 
mental and clinical trial in trained hands. These 
two new drugs are being tested extensively in 
many of the larger clinics in the United States. 
A few reliable reports have already appeared, 
and more will undoubtedly follow within a 
short period of time. 

Although Massell’s findings, in a limited num- 
ber of cases, seem to indicate that prontylin has 
no effect on the recrudescence of rheumatic fe- 
ver, on the duration of positive throat cultures 
for hemolytie streptococci, or on the course of 





active rheumatie fever or chorea, it must be aec- 
knowledged that a of 
: through the use of these drugs have 


number astonishing 
‘eures’”’ 
been reported, both in the literature and by 
word of mouth; and there seems to be a cer- 
tain amount of justification for their trial by 
There is little 


else he can do for patients with hemolytic strep- 


the practitioner in certain cases. 


tococci in their blood streams, unless he is so 
situated that the complicated technic of ‘‘im- 
munotransfusion’’ can be properly carried out. 
The same is true for cases with a meningitis 
from infection with hemolytic streptococci. Fur- 
thermore, the physician can reasonably employ 
the drugs in eases of localized sepsis due to 
hemolytic streptococci, in order to prevent a 
No serious untoward ef- 
re- 


generalized infection. 
fects following administration have been 
ported, but care should be taken to avoid over- 
dosage. Their use in eases of sepsis of un- 
known etiology or of infection due to organisms 
other 
other therapeutic means are available and the 


than hemolytie streptococci, unless no 


outcome is utterly hopeless, is contraindicated. 


The field of usefulness of prontylin and pron- 
tosil has yet to be defined, and thetr employ- 
ment by the practitioner should be confined to 
infections that have been proved, bacteriologi- 
cally, to be due to Streptococcus hemolyticus. 
If, by chance, the drugs are effective in other 
types of infection, let us hope that they will not 
fall into disrepute prematurely from ill-advised 
and illogical use. 
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DEAN BURWELL’S REPORT 

Dr. C. Spney Burwet., dean of the Harvard 
Medical School, reveals plans, in his annual re- 
port, to solve one of the pressing problems 
of modern medical training—the handicap that 
many brilliant students encounter in this field 
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where schooling is at once expensive and so diffi- 
cult as to exclude outside work. 


According to a release from the University 
News Office, special consideration is being given 
to the problem of able young graduates who, 
after a year or two of internship, are obliged to 
cut short their training and go into forms of 
activity that do not permit their full develop- 
ment, although they are capable of first-class 
productive work. By aiding these men with 
material grants, the development of the school, 
the training of leaders in medicine and the 
veneral advance of medical science would all be 
aided. 


To further this plan the establishment of a 
number of fellowships ranging in value from 
$1,200 to $2,500 a year is proposed. These grad- 
uate fellowships, according to Dean Burwell, 
should not only be available to graduates of 
schools other than Harvard, but should be open 
also to suitable persons with Ph.D. degrees who 
would be accepted for training in one of the 
fundamental departments of the medical school. 


A plan to care for the superior but needy 
college graduate who is considering medical edu- 
cation provides for the establishment of prize 
scholarships to relieve the brilliant student from 
the necessity of supporting himself by outside 
work. Scholarships of this sort, as have already 
been established in Harvard College and some 
of the graduate schools, would be adjusted to 
each individual’s needs. 


An additional problem that confronts the 
school in its endeavor to place medical scholar- 
ship on the highest possible level is the annual 
selection of entering men. An analysis of the 
records of men admitted to the school, com- 
pared with those of men rejected, has been un- 
dertaken in order to obtain the best possible 
type of student. In this effort the faculty seeks 
especially to avoid the admission of men temper- 
amentally unfit for the pursuit of medicine and 
to include superior men whose preparation is 
unorthodox and therefore, at first sight, appears 
inadequate. 


It is apparent from this report that the new 
dean at Harvard clearly understands the prob- 
lems confronting medical education today, and 
we predict that the Harvard Medical School 
under guidance will make satisfactory 
progress toward their solution. 


his 





THIS WEEK’S ISSUE 


ConTaArns articles by the following named au- 
thors : 


Metes, Joe V. M.D. Harvard Medical 
School, 1919. F.A.C.S. Assistant visiting sur- 
geon, Massachusetts General Hospital. Surgeon, 
Pondville Hospital. Associate surgeon, Collis 
P. Huntington Memorial Hospital. Instructor 
in surgery, Harvard Medical School. Address: 
264 Beacon Street, Boston. 

Parsons, LAancpon. M.D. Harvard Medical 
School, 1927. F.A.C.\S. Assistant surgeon, 
Massachusetts General and Pondville hospitals. 
Assistant in surgery, Harvard Medical School. 
Surgeon, Out Patient Department, Collis P. 
Huntington Memorial Hospital. Address: 264 
Beacon Street, Boston. Their subject is ‘‘Gran- 
ulosal Cell Tumors of the Ovary: A Report of 
Three Recent Cases.’’ Page 681. 


PaLMER, Ropert 8. M.D. Harvard Medical 
School, 1925. Instructor in medicine, courses 
for graduates, Harvard Medical School.  <As- 
sistant physician, Massachusetts General Hos- 
pital. Address: 330 Dartmouth Street, Bos- 
ton. His subject is ‘‘The Factor of Mental 
Stress in Essential Hypertension.’’ Page 689. 

ScHuBE, Purcetn G. M.D. University of 
Cincinnati College of Medicine, 1929.  Assist- 
ant superintendent, Boston State Hospital. Ad- 
dress: Boston State Hospital, Boston. 

Rirvo, Max. M.D. Harvard Medical School, 
1922. Visiting roentgenologist, Boston City 
Hospital. Assistant roentgenologist, Beth Israel 
Hospital. Assistant professor in roentgenology, 
Tufts College Medical School. Instructor in 
roentgenology, Harvard Medical School. Ad- 
dress: Boston State Hospital, Boston. 

Myerson, ApraAnAmM. M.D. Tufts College 
Medical School, 1908. Professor of neurology, 
Tufts College Medical School. Clinical profes- 
sor of psychiatry, Harvard Medical School. 
Visiting physician, Department of Nervous Dis- 
eases, Beth Israel Hospital. Consultant neu- 
rologist, Boston City Hospital. Director of re- 
search, Boston State Hospital. Address: Bos- 
ton State Hospital, Boston. 

LAMBERT, RutH. A.B. Connecticut College 
for Women, 1935. Research technician in roent- 
genology, Boston State Hospital. Address: 
Boston State Hospital, Boston. Their subject 
is ‘‘Human Autonomic Pharmacology. IV. 
The Effect of Benzedrine Sulfate on the Gall- 
bladder.’’ Page 694. 


Brattey, ALLEN G. M.D. 


Harvard Medical 
Assistant in medicine, Harvard 
Address: 270 Commonwealth 
His subject is ‘‘ Treatment of 
Page 697. 


School, 1928. 
Medical School. 
Avenue, Boston. 
Constipation.’”’ 
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Case HIstTorIEs 
No. 16. 


Mrs. F. O., a white woman, aged 37 years, 
was seen in the office July 31, 1936. She com- 
plained of pain in the left lower quadrant of 
the abdomen of 3 days’ duration and stated 
that the pain was a constant dull ache with at- 
tacks of sharp pain lasting a few minutes. 
There had been no nausea or vomiting. Her 
bowels moved daily without laxatives, and there 
was no increase in the pain during defecation. 
There was no frequency of, or burning during, 
micturition. 

There was no family history of malignant dis- 
ease, tuberculosis or diabetes. She had had tu- 
berculosis of the lungs 10 years previously. An 
x-ray examination of the chest 1 year before 
was negative, however, and she had no symp- 
toms of tuberculosis when seen. Her appendix 
and right tube had been removed because of 
inflammation in 1919. In 1923 labor was in- 
duced at 7 months for toxemia of pregnancy. 
There had been no other pregnancy. Menstru- 
ation began at 12 and had been normal and reg- 
ular up to March, 1936, when she had a scanty 
period. Those in April and May were profuse, 
but the one starting on June 18 was a normal 
flow of 6 days. There had been no menstrua- 
tion since that time. She had been staining 
off and on for 7 days before she was seen. 

On physical examination, the patjent was well 
developed and nourished. Her color was nor- 
mal, but she was evidently having pain. Her 
temperature was normal. The head, neck, 
throat and teeth were negative. The chest was 
symmetrical, expansion was free and equal; 
resonance, fremitus and breath sounds were 
normal, and there were no adventitious sounds. 
The heart was not enlarged or displaced, and 
there were no murmurs. The cardiac rhythm 
was regular; the blood pressure was 120 sys- 
tolic, 85 diastolic; and the pulse rate was 80 
per minute. Some white fluid was squeezed 
from both nipples, but she stated that this phe- 
nomenon had been present for many years. The 
breasts were otherwise negative. There was ten- 
derness across the lower abdomen, which was 
worse on the left, but there was no spasm. Vagi- 


TUBAL PREGNANCY 


*A series of selected case histories by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited and will 
be discussed by members of the Section. 





nal examination revealed a good perineum, a 
negative cervix with a little blood coming from 
its canal and a normal-sized uterus in good posi- 
tion. On the left was a tender mass 8 to 10 
centimeters in diameter. The rest of the pelvis 
was soft and not tender. A rectal examination 
added nothing. 

It was thought that the patient might have an 
ectopic pregnancy, but that pelvic inflammation, 
tuberculous salpingitis, a bleeding corpus lu- 
teum and ovarian cyst must be considered. The 
lack of fever was against pelvic inflammation, 
and the soft pelvis was against a bleeding cor- 
pus luteum, which might occur at this time—the 
middle of the menstrual cycle. The apparent 
absence of blood in the posterior cul-de-sac was 
somewhat against tubal pregnancy. 

She was sent home to stay in bed and to report 
if her pain increased. She was also instructed 
to save a morning specimen of urine for an 
Aschheim-Zondek test. 

She was seen at 9 o’clock the next morning, 
when she said that the pain had increased in 
intensity during the night. There had been no 
nausea or vomiting, and her bowels had moved. 
She was still flowing a little. 

The abdominal examination showed no change. 
The vaginal examination showed an appreciable 
enlargement of the mass on the left, with in- 
creased tenderness; the rest of the pelvis was 
negative. 

The changes in the pain, the size of the mass 
and the tenderness were believed to be indica- 
tions enough to warrant an immediate operation, 
which was performed. 

Examination under anesthesia showed that 
the mass was somewhat movable. tense and 
firm, but not hard. A curettage of the uterine 
cavity was negative. The abdominal operation 
revealed an enlargement of the distal two 
thirds of the left tube, measuring 10 by 8 centi- 
meters, which was apparently due to blood elot 
inside the tube ; the fimbriated end was adherent 
to the left ovary. There were a little blood in 
the pelvis and a good many old adhesions in- 
volving the uterus, right ovary, intestine and 
omentum. A supravaginal hysterectomy, bilat- 
eral oophorectomy and left salpingectomy were 
done. The patient had a normal convalescence 
and was discharged on the sixteenth day after 
operation. 

The pathological report was as follows: ‘‘Tu- 
bal pregnancy, left; secretory endometrium of 
early pregnancy with decidua; normal uterine 
wall; periovaritis, bilateral.’’ 

The Aschheim-Zondek test, which was started 
the morning of operation, was positive. 

Discussion. This is a typical case of tubal 
pregnancy, which is somewhat confused by the 
past history of tuberculosis and the possibility 
of the symptoms being due to a bleeding corpus 
luteum, to ovarian cyst with a twisted pedicle 
or to inflammation. 
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The menstrual dysfunction of 4 months might 
oo with tuberculous or pyogenic salpingitis, 
but the pain was too great for such conditions 
and the negative pelvis, except for the mass, was 
against them. The acute pain with a bleeding 
corpus luteum lasts only a few hours, as a 
rule. The staining off and on for a week is 
typical of ectopic pregnancy and not of ovarian 
cyst. No sensation of fluid in the cul-de-sac 
was found, because the pregnancy had not 
aborted from the tube. 

The uterus and ovaries were removed in this 
particular case because there were so many ad- 
hesions in the pelvis. It was believed that, if 
they had been left in, she would have required 
another operation for pain from adhesions. It 
is not necessary to do this in the average case. 





ANNUAL MEETING 


Tne one hundred and fifty-sixth annual meet- 
ing of the Massachusetts Medical Society will 
be held in Boston at the Hotel Bradford, June 
1, 2 and 3. 

The Shattuck Lecture will be given Tuesday 
evening, June 1, by Dr. Henry D. Chadwick, 
Commissioner of Public Health of Massachu- 
setts. His subject will be ‘‘The Diseases of 
the Inhabitants of the Commonwealth.”’ 

Dr. Charles G. Heyd, of New York City, 
president of the American Medical Association, 
will be the principal speaker at the annual din- 
ner on Wednesday evening, June 2. 





ANNUAL MEETING OF AMERICAN 
MEDICAL ASSOCIATION 

Tue Massachusetts Medical Society has re- 
ceived from the officers of the American Medi- 
cal Association the Official Call announcing that 
the eighty-eighth annual session of the Ameri- 
can Medical Association will be held in Atlantic 
City, from Monday, June 7, to Friday, June 11. 

The House of Delegates will convene on Mon- 
day, June 7, and the Scientific Assembly will 
open with the General Meeting on Tuesday, 
June 8, at 8:30 p. m. 

The various sections of the Scientific Assem- 
bly will meet Wednesday, June 9, at 9 a. m. and 
2 p. m., and subsequently according to their re- 
speetive programs. 

The Massachusetts Medical Society is in- 
formed that it is entitled to six delegates. 

ALEXANDER S. Beae, M.D., Secretary, 
Massachusetts Medical Society. 


a 


MISCELLANY 





ADDITION TO THE BOSTON DISPENSARY 
On April 8 the administrative committee of the 


Boston Dispensary announced the gift of nearly 
$500,000 from William Bingham, 2nd, of Bethel, 





Maine, for the construction and equipment of a 100- 
bed hospital. The new unit will be called the Jo- 
seph H. Pratt Diagnostic Hospital in honor of Dr. 
Pratt, who has been so successful in the past 10 
years in promoting the New England Medical Cen- 
ter—an organization for training family physicians 
and for assisting them in their diagnostic problems. 
The donor has further agreed to finance any defi- 
cits arising from the operation of the new unit. 

The building will have a frontage of 140 feet on 
Bennet Street, opposite the Boston Dispensary, and 
will be connected with the latter by a tunnel. The 
facilities of the hospital will be used for undergrad- 
uate and graduate teaching and for medical research 
in connection with Tufts College Medical School. 
Construction will begin relatively soon, and the 
building is expected to be ready for occupancy 
early next year. 





FIFTH INTERNATIONAL CONGRESS 
OF RADIOLOGY 


One of the most outstanding scientific events ever 
held in the United States has been set for Chicago 
this September, when the Fifth International Con- 
gress of Radiology convenes. It will be the first 
time that the world leaders in the medical and sci- 
entific development field of x-ray and radium have 
met in America, according to Dr. Arthur C. Christie, 
Washington, D. C., president of the Congress. The 
dates are September 13 to 17, inclusive, and the 
meeting place is the Palmer House. 

At least 500 distinguished delegates and guests 
from a score of European countries as well as phy- 
sicians from Mexico, Canada and Central and South 
America are expected to attend, with more than 
2,000 other delegates and visitors from all parts of 
the ‘United States. 


The annual medical conventions of the leading 
radiologic bodies of this country will be merged with 
the international congress. These include the Amer- 
ican Roentgen Ray Society, the American College of 
Radiology, the Radiological Society of North Amer- 
ica and the American Radium Society. 

The First International Congress of Radiology 
convened in London in 1925. Meetings are held 
every three years. The physicians and physicists 
met in Stockholm in 1928, in Paris in 1931 (where 
they paid tribute to the then living Madame Curie, 
co-discoverer of radium) and in Zurich in 1934. 


Leaders in other branches of medicine will par- 
ticipate in the Congress, as Dr. Christie points out 
that “The Unity of Medicine” will be the theme ‘of 
the entire Congress. “These international con- 
gresses seek to maintain a continuity of program 
over the years, and, in consequence, such vital sub- 
jects to the radiologist, and to the general public, as 
diagnosis and treatment of cancer and many other 
diseases and teaching and training in radiology will 
be on the agenda of this Congress as well as at 
former meetings. 

“Radiology is an important branch of medicine 
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and is, indeed, part of the entire tree, and not mere- 
ly a specialty as it was once regarded,” added Dr. 
Christie. 

More than 250 scientific papers will be read at 
the five-day meeting. These will be delivered in 
each lecturer’s own language and will be automati- 
cally flashed on screens in English, German and 
French as the papers are read. 

What will probably be the greatest scientific and 
technical exhibit in the history of a radiologic con- 
gress will be assembled by physicians, physicists 
and manufacturers of such equipment in conjunction 
with the Congress. 

The general secretary of the Congress, Dr. Benja- 
min H. Orndoff, is in charge of headquarters at 2561 
North Clark Street, Chicago, fll. Honorary vice- 
presidents are Dr. George E. Pfahler, of Philadel- 
phia; Dr. James Ewing, of New York; and Dr. Wil- 
liam D. Coolidge of Rochester, N. Y. On the Inter- 
national Executive Committee are Dr. Arthur C. 
Christie, of Washington, D. C., chairman; Dr. C. 
Thurstan Holland, of Liverpool; Dr. Gosta Forssell, 
of Stockholm; Dr. Antoine Beclere, of Paris; Dr. 
Hans R. Schinz, of Zurich; Dr. Karl Frik, of Ber- 
lin; Dr. Mario Ponzio, of Florence; Dr. Tamotsu 
Watanabe, of Osaka, Japan; Dr. Heliodoro Tellez- 
Plasencia, of Santander, Spain; and Dr. Gottwald 
Schwarz, of Vienna. 


FIRST U.S.P. SUPPLEMENT DELAYED 


There has been a slight delay in the issuance of 
the first U.S.P. supplement, due to changes in plans 
for the binding. It was originally proposed that the 
supplement should be issued with a stout paper cover 
and that this would be enclosed in a strong spring- 
back binder capable of also holding such future sup- 
plements as would be issued. 

Now, however, to make the supplement less costly 
it has been decided to offer it without the spring 
binder, although the binder will still be available for 
those who desire it. The purpose of the spring 
binder has been to keep all supplements together 
and in such form that they may stand on the shelf 
by the original “Pharmacopoeia,” or be serviceable 
in the laboratory. With this change in plans the 
individual supplement will be bound in a more sub- 
stantial, but flexible, cover. The proper develop- 
ment of this feature has taken a longer time than 
was expected. 

The supplement soon to be issued will be known 
as the “First Supplement to the Pharmacopoeia of 
the United States, Eleventh Decennial Revision.” 
It may not be necessary to issue supplements an- 
nually, but these will be published whenever the 
number of new interim revision changes justifies 
their publication. The delay in the release of the 
first supplement will no doubt necessitate an ad- 
vance in the date when the new standards are to be- 
come official. 

Orders for the “First U.S.P. XI Supplement” 
should be sent to The Mack Printing Company, Eas- 
ton, Pa., or to any of the regular distributing agen- 





cies for the “Pharmacopoeia.” The price will 


be $1.00. 





A FREE SET OF BOOKS 

“You have been selected to receive some free 
books with the compliments of the publisher.” 
Thus a free offer may come to you by way of a 
form letter or personal solicitation. Usually you are 
told that because of your “prominence”, or for “ad- 
vertising purposes”, you will receive a_ set of 
“free” books. 

But, the hook in this scheme is often baited with 
the supplementary service required to keep the 
books up-to-date. For this you usually pay a price 
sufficient to cover the cost of both the “free” offer 
and the service. Incidentally, unless you buy, you 
do not get the “free” books.—Boston Better Business 
Bureau. 

MAINE NEWS 

Remarkable success throughout the State marked 
the National Cancer Week drive put on by the Wom- 
en’s Field Army auxiliary of the American Society 
for the Control of Cancer. Mrs. William Holt, of 
Portland, the state commander, showed splendid en- 
ergy and efficiency in the organization of her groups 
and the selection of her lieutenants. All of the large 
cities and many of the smaller ones were visited by 
Mrs. Holt, and local committees were formed. Con- 
tributions have come in in sufficient amount to indi- 
cate an enthusiastic response to this drive. 

A $25,000 fund, sought by the Maine Women's 
Field Army, will be known as the Dr. Joseph W. 
Scannell Fund. Dr. Scannell, who died recently in 
Lewiston, had devoted much of his time to the study 
and cure of cancer. 

With the cooperation of the physicians of the State 
a cancer talk was given during National Cancer Week 
before every nurse in training in every hospital in 
the State, all service clubs, women’s clubs and state 
granges, besides the smaller church and fraternal 
groups. 

An effort is being made to have all county medi- 
cal societies follow the lead of Kennebec County, 
which has a five minute talk on some phase of the 
cancer problem at every county meeting during the 
year, this being an effort to keep the subject alive 
in the mind of the general practitioner. 


The eighty-fifth annual session of the Maine Medi- 
cal Association will be held at the Belgrade Hotel, 
Belgrade Lakes, Maine, June 20, 21 and 22. 





NEGRO HOSPITALS 

Plans for the establishment of Negro hospitals in 
90 American cities having a Negro population of 
10,000 or more were discussed at a recent meeting 
at the Peter Bent Brigham Hospital, which was pre- 
sided over by Dr. Henry A. Christian. The princi- 
pal speaker was Rev. Dr. Amos H. Carnegie, who 
has traveled all over the United States in behalf of 
the movement. 
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The proposed hospitals would provide adequate 
facilities for the care of the Negro population and 
would furnish opportunities for the proper training 
of Negro physicians and nurses. It is planned to 
finance the scheme by donations of 1 cent a week for 
20 years from the 13,000,000 Negroes in this coun- 
try. Such a plan, if successful, would result in a 
fund of over $100,000,000. 


- 
— 
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PRONTYLIN AND PRONTOSIL 


March 23, 1937. 
Editor, New England Journal of Medicine, 

After reading the article on prontylin by Dr. B. F. 
Massell (this Journal 216:487 [Mar. 18] 1937) it 
seems to me that the makers of this already fa- 
mous panacea for hemolytic streptococcus infec- 
tions have outdone themselves. Despite the fact 
that doctors have long sought such a remedy, a 
claim such as this one should be thoroughly tried 
by our research workers before it is even tested by 
our hospitals. 

There is no question about the overenthusiasm 
of the medical profession for “sure cure’ remedies. 
I do not see how this remedy gained such quick 
recognition, but it goes to show that doctors are 
just as gullible to exploitation of cures as the laity. 
In the future I shall consign all ultrascientific litera- 
ture to the wastebasket, and I hope that a great 
number of other physicians will do likewise. 

PavuL NETTLE, M.D. 

282 South Main Street, 

Bradford, Mass. 





April 17, 1937. 
Editor, New England Journal of Medicine, 

I am submitting a short case report of a severe 
neutropenia occurring during the use of prontylin. 
As this drug is now being quite extensively used it 
was considered that this report might be of suffi- 
cient importance for publication. 

M. M., female, aged 54, had a subacute bacterial 
endocarditis of about 5 months’ duration. Her 
blood culture was positive for Streptococcus viri- 
dans; her white cell count was 26,000 and red count 
3,200,000 per cu. mm. of blood. On February 14, 
1937, she was started on 15 grains of prontylin daily. 
This was increased to 20 grains daily on February 
18, which dosage was continued until March 21, 
when she discontinued its use on account of nausea 
and vomiting. On March 1 her white count was 
17,000, and the blood culture still positive. On 
March 12, her white count was 21,000. On March 
24, five weeks after beginning prontylin treatment, 
her white count had fallen to 400, and no neutro- 
phils were found on stained smears. Her red 
count was 3,580,000, and platelets were present in 
large numbers. She was extremely weak. On March 
25, the white count had risen to 1,600, her blood cul- 
ture was strongly positive for Streptococcus viri- 





dans, and there was an extensive gangrenous infec- 
tion of the mouth and pharynx. She died on this 
day. As no other drugs were administered with the 
prontylin, and so far as could be ascertained she 
had taken no other drug, it was considered that the 
neutropenia was due to the prontylin. 

Very truly yours, 

HERBERT E, PLuMER, M.D. 
899 Beacon Street, 
Boston. 





IODINE AS A WOUND ANTISEPTIC 


April 2, 1937. 
Editor, The New England Journal of Medicine, 

I was a little perturbed by the editorial which 
I read in the March 25 issue of The New England 
Journal of Medicine on “Iodine as a Wound Anti- 
septic.” 

I feel that the day of antiseptics is slowly coming 
to an end, especially in reference to the treatment 
of fresh wounds, either surgical or traumatic. It 
makes me shiver to see somebody apply iodine or 
some other antiseptic to a freshly made wound, as 
there is no question that any antiseptic is bound to 
kill as many or more living cells as it does bacteria. 
The public is still antiseptic-minded and I think it is 
up to the medical profession to correct this atti- 
tude. I feel an editorial denouncing antiseptics in 
the treatment of wounds would be more to the point 
than recommending them for this use. I am fully 
in accord with the principles laid down by Dr. Mont 
Reid in his address to the Massachusetts Medical 
Society, which was published in The New England 
Journal of Medicine (215:753 [Oct.] 1936). The only 
place that I consider an antiseptic such as iodine 
of value is in the preparation of intact skin prior 
to an operation. Even here I do not feel entirely 
sure that it is necessary. I am referring all my 
students to Dr. Reid’s article, and every opportunity 
I have I try to enlighten people on the fallacy of 
using antiseptics. 

Very truly yours, 
R. R. Linton, M.D. 

Massachusetts General Hospital, 

Boston. 


EpiTror’s COMMENT: The editorial and the original 
article to which it referred distinctly state that 
antiseptics as applied to “minor cuts, wounds and 
abrasions” were the ones considered. As the corre- 
spondent states, the public is “antiseptic-minded,” 
and one of the evident objects of both the article 
and the editorial was an attempt to point out to the 
physician the relative ineffectiveness of the pro- 
prietary antiseptics, in the hope that he might have 
some influence on lay usage. If the public must use 
antiseptics, why not have them use something that is 
effective? 

Although the experimental work given in the 
original article showed that iodine is more toxic for 
body cells than for staphylococci, one is led to be- 
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lieve that cell necrosis in minor wounds, cuts and 
abrasions would not be a particularly serious mat- 
ter, particularly if a dilute (0.5 to 1.0 per cent) 
iodine solution were used. 


April 10, 1937. 
Editor, New England Journal of Medicine, 

Your editorial “Iodine as a Wound Antiseptic” 
was timely and excellent. Most clean wounds be- 
come infected as the result of faulty operative tech- 
nic and it is unfortunate that so many unnecessary 
preparations are being used by the medical profes- 
tion and hospitals. 

I trust a large number of your readers will grasp 
the importance of this article and assist in simplify- 
ing and making more efficient operative procedures. 

Very truly yours, 
R. D. MarGeson, M.D. 


520 Commonwealth Avenue, 
Boston. 





RURAL NEW ENGLAND 
April 12, 1937. 


Editor, New England Journal of Medicine, 

The enclosed manuscript is obviously worthless 
from a scientific standpoint, but it might be used as 
an amusing explanation of the origin of the beliefs 
still prevalent even within a few years in rural New 
England. 

I may add that the tale is quite unvarnished. It 
all happened exactly as related. 

Yours truly, 
RAYMOND R. Root, M.D. 

7 Pleasant Street, 

Georgetown, Mass. 
* ¥ * * * * 


THE BrirtTH OF TRADITION 


The winter sun, haloed as its rays penetrated the 
film of steam on the windowpanes, had routed im- 
perceptibly the yellow light of the small kerosene 
lamp. It was long after daylight when one of the 
weary watchers realized that its usefulness was 
ended, and blew it out. ... With startling sudden- 
ness a cat of nondescript color leaped upon the sill 
outside the window. Its night’s adventures over, it 
cried twice for admission without result, then set- 
tled down on its sunny shelf. ... The solitary gera- 
nium inside the window, which in the kindlier light 
cf the lamp had seemed not wholly without possi- 
bilities, was now revealed in all its rank, yellowish 
growth, fit product of a chain store tomato can. 

“Don’t you think it is time that afterbirth came, 
Doctor?” Mrs. Paine asked the question with a 
slight querulousness in her tone. In spite of her 
nearly eighty years, there was still in her erect, 
bony frame a vestige of professional authority based 
on many, many years of officiating, with or without 
medical direction, at such occasions. 

The doctor did not answer at once. She had asked 
the same question many times in the past half-hour, 
and it was getting a little tiresome. There was no 





reason for haste, now. A slight movement of a1 
old piece of blanket on a sofa, accompanied by a 
feeble cry, proved that the principal object of th« 
night’s vigil had been successfully accomplished 

“I imagine it will come along most any tim: 
now,” he finally replied. 

Temporarily satisfied, the old neighborhood nurse 
rearranged the blanket over the baby, then returned 
to her position leaning over the foot of the bed 
She wore a dress of some faded, black material, 
whose skirt swept the floor. But her apron wa: 
fresh and white. Her thin, gray hair was brushed 
straight back from the gaunt facé, whose hawklike 
nose and recurving chin nearly met. Far down the 
bridge of the nose balanced a pair of steel-bowed 
spectacles. ‘The doctor thought that she probably 
resembled the legendary witch more closely than 
had many of the unfortunates hanged in Salem... . 
There was little or nothing for her to do now, but 
wait. The washing of the baby had better not be 
begun until this other business was finished. 

At the head of the bed, bending over his wife. 
stood Mr. Reade, short, preposterously cross-eyed 
and almost completely bald. Although Mrs. Reade 
was perfectly calm: and comfortable, he fanned her 
vigorously with a folded farm journal, at intervals 
straightening up to direct the breeze at his own 
flushed face. It was evident that a night of im- 
pending paternity had taken its toll of his nervous 
strength. 

This was Mrs. Reade’s first baby. She was very 
young, very unintelligent, obviously a slack house- 
keeper; but the consummation of motherhood had 
given her that transient aura that seems to lend a 
fleeting loveliness to even the least attractive at 
this moment of creation. 


The doctor sat beside the bed, one gloved hand 
obscured in the folds of a sterile sheet on the 
mother’s abdomen. He could easily keep informed 
of the contractions of the uterus while marveling 
at the gilt-framed chromo, sole work of art in this 
transformed parlor. It was not the super-Alpine 
height of the mountains depicted by the artist that 
held his attention, nor the mysterious, subterranean 
cisappearance of the torrent falling over the cliff 
in the background. The feature that fascinated 
him was a white cottage in the foreground, with 
fences extending from each side of the front door 
straight to the brink of a precipice of terrifying 
depth. Should be easy to rent, he thought, after 
one of these stock-market crashes. 

“Doctor, don’t you think that if Mrs. Reade blew 
on the back of her hand it would make it come?” 
Mrs. Paine had remained silent as long as possible. 

“No, I don’t believe it would,” replied the doctor. 
He knew from the condition of the uterus that the 
placenta had not become detached. 

“Well, your father told me about that way more 
than fifty years ago, and I’ve seen it work a good 
many times.” 


“I know, but times have changed in fifty years, 
Mrs. Paine.” 
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Silence for a few minutes. 
mind if she tries it, Doctor?” 


Then, “Well, do you 


“No, go ahead if you want to, but it won’t do any 
goad.” 

Delighted to be in action again, Mrs. Paine in- 
structed the willing patient in the exact manner of 
clasping her hands and how to biow on the back of 
one of them. All was ready; the patient blew hard 
and long; repeated the performance—all without 
result. 

“You see, Mrs. Paine, it’s just as I told you. Times 
have changed,” said the doctor. 

Somewhat chagrined, she replied, “Well, I’ve seen 
it work, over and over again. I don’t see why it 
doesn’t now.” 

While she was speaking, the doctor felt the uterus 
rise under his hand. He knew that he could prob- 
ably express the placenta easily now. 

“But I'll tell you what will bring it, every time,” 
he said. 

“What's that?” she asked. 

“If the mother will blow on a bald head, the 
afterbirth will come every time. Never knew it to 
fail.” 

“You don’t say so! I never heard of that,” she 
said in an astonished voice. 

“Well, it will,” he replied. 

“Why, look, Mr. Reade is baldheaded!” she cried. 

“That’s so, you’re right,” said the doctor, apparent- 
ly surprised in his turn. 

“Do you suppose it would work with him?" she 
asked. 

“Don’t see why not, he’s certainly bald enough.” 

“Can we try it?” was the next question. 

“Surely, if he’s willing,’ agreed the doctor. 

The new father proved more than willing to make 
an asset of what he had always considered a liabili- 
ty. He was carefully instructed as to the exact po- 
sition to place his head for easiest reach of the pa- 
tient; while Mrs. Paine nearly lost her glasses 
trying to miss none of the technic at the head of 
the bed, which might be so helpful to her upon some 
future occasion, and at the same time to watch for 
results from this maneuver so new to her. 

At last all was ready, and the patient blew direct- 
ly at the bald pate. At the same time, with a mo- 
tion imperceptible to all, the doctor’s hidden hand 
pressed down firmly on the uterus. 

Never was therapeutic effort more promptly re- 
warded. Cause and effect were here synchronous. 
And out popped Mrs. Paine’s eyes, until it seemed 
they might push off her spectacles completely. 

“Why, Doctor! I never saw anything like that in 
all my life,” she exclaimed. 

“Well, Mrs. Paine, you see now that we’ve made 
some progress in baby cases since you and my father 
started out nearly sixty years ago.” 

“Oh, if I'd only known about that all these years,” 
she said regretfully. 

“Well, you don’t always find anyone as bald as 
Mr. Reade,” the doctor consoled her, as he began 
to pick up his instruments. 





IMMUNIZATION AGAINST DIPHTHERIA 


The Commonwealth of Massachusetts 
Department of Public Health 
April 1, 1937. 
Editor, New England Journal of Medicine, 

In a recent publication distributed to all physi- 
cians by one of the prominent drug companies, there 
appears an article regarding the one-dose alum- 
precipitated toxoid. The import of this article is 
that this material should be used in preference to 
all other immunizing agents and that there are no 
conditions under which the use of this product may 
be contraindicated. This article leaves a very defi- 
nite impression that the one-dose alum-precipitated 
toxoid is an immunizing agent superior in all re- 
spects to other similar products. Inasmuch as the 
Department of Public Health does not distribute the 
alum-precipitated toxoid and has consistently rec- 
ommended against its use, it seems desirable that 
the Department should set forth at this time the 
reasons which underlie its objections to immuniza- 
tion through a single dose of alum-precipitated 
toxoid. 

This material was advanced as an agent which 
could be used in a single injection. The literature, 
after its introduction, was quickly filled with arti- 
cles showing that 95 to 100 per cent of the children 
given a single dose of this material were Schick 
negative one to three months afterward. This 
would not, however, give any assurance that the 
immunity so produced was lasting, inasmuch as the 
work of Glenny has shown that with any such im- 
munizing agent the circulating antitoxin rapidly 
rises to a peak and then declines to a level substan- 
tially below this maximum. The Department was, 
therefore, not convinced that these high percent- 
ages of immediate protection give any guarantee of 
a lasting immunity. 

That these suspicions were well founded has been 
indicated by subsequent results. Fraser and McKin- 
non in Toronto have shown that the circulating anti- 
toxin in those immunized with the one-dose toxoid 
falls within a year to so low a level that less than 
one-half of those so injected are ultimately im- 
mune. In the August, 1936, issue of the American 
Journal of Public Health, Pansing and Shaffer, work- 
ing in Ohio, showed that, of 549 children Schick 
negative one to six months after alum toxoid, 58 
per cent had reverted to Schick positive at the end 
of two years. The February 6, 1937, issue of the 
Weekly Bulletin of the California State Department 
of Public Health stated that, of 293 children 
munized with one-dose alum toxoid, 30 per cent were 
still Schick positive six months later. There is 
rapidly accumulating in the English literature, 
largely in the Lancet and the British Medical Jour- 
nal, overwhelming evidence that the protection from 
the one-dose alum-precipitated toxoid is not ade- 
quate. As a result, the one-dose method has been 
virtually abandoned in England, and studies are go- 
ing on as to the value of two injections of the alum 
toxoid. 
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In addition to these data, which raise much doubt 

as to the permanence of the immunity from the alum- 
precipitated toxoid, it is interesting to note the ex- 
perience of New York City, which early indorsed 
the alum-precipitated toxoid and recommended its 
use for preschool children. Later, in May, 1936, the 
Quarterly Bulletin of that Department stated, “‘. 
It is true, Park says, that either one or two injec- 
tions will apparently immunize about 95 per cent of 
the children treated with toxoid (ordinary toxoid in 
solution or toxoid in the form of an alum precipi- 
tate), but he finds that after only a single injection 
about half of the children are again Schick posi- 
tive at the end of one year, whereas after two in- 
jections most of the children are still immune.” 
Later, in August, 1936, the Bulletin of this Depart- 
ment contains the following statement: “Evidence is 
accumulating that immunization of children under 
nine months of age is less effective and probably 
less permanent than at nine months; further, that 
the one injection of alum toxoid does not confer as 
high a degree of immunity as two injections of plain 
toxoid. In the immunization made in the various 
stations of the Department of Health the use of 
alum toxoid has been discontinued. We now advo- 
cate immunization of children at nine months of age 
and the administration of two doses of plain toxoid.” 
Thus, we find the New York City Health Depart- 
ment, after an experience with alum-precipitated 
toxoid, has decided to go back to ordinary toxoid. 
Other health departments have had similar ex- 
periences. 

The second reason that the Department of Pub- 
lic Health did not indorse or distribute the alum- 
precipitated toxoid was the fact that there was still 
much that had to be learned as to the manufacture 
of the material to make certain that it would not 
produce sterile abscesses in a certain percentage of 
the cases. Although enough has been learned to 
reduce the incidence of these, it is still not pos- 
sible to produce uniformly a product which is de- 
void of the risk of occasional sterile abscesses. 


In opposing the use of alum-precipitated toxoid, 
the Department has at the same time strongly rec- 
ommended the use of ordinary toxoid in three in- 
jections at three-week intervals. In many parts of 
the country, attempts have been made to immunize 
through the use of but two injections at intervals 
of a month. While unquestionably a very substan- 
tial number of children can be so protected, there is 
still not sufficient evidence to indicate that this 
type of protection is as satisfactory as that which 
comes from three injections. In a recent report 
from the Detroit City Health Department, the state- 
ment is made that 40 per cent of the children who 
had diphtheria in 1935 had presumably been im- 
munized at a prior date. The immunizing agent 
used in Detroit has been two doses of ordinary 
toxoid and, after January 1, 1935, one dose alum 
toxoid as an alternative. Thus, in this series of 220 
cases, there had been 40 per cent failures with these 
short-cut, immunization methods. Beginning July 


1, 1935, the Massachusetts Department of Public 
Health began obtaining individual histories on all 
cases of diphtheria. When in September, 1936, a 
study was made of these, there were 220 case rec- 
ords in which the data were adequate for analysis. 
Of these, 19, or 9 per cent, had presumably 
been immunized. In 8 of these 19 cases, the diag- 
nosis was based entirely on clinical findings in 
spite of consistently negative cultural findings, so 
that there might have been reasonable doubt as to 
the accuracy of the diagnosis. Furthermore, with 
respect to the remaining 11, there was some doubt 
as to the actual immunization of 3 or 4, as the 
families claimed that the child had been immunized 
by physicians who had neither records nor recol- 
lection of having given such injections. Even as- 
suming, however, that all of these 19 were authentic 
failures, the records showed but 9 per cent fail- 
ures with the use of the more conservative three- 
doses of toxin-antitoxin or toxoid, as compared with 
40 per cent failures in Detroit where the short cuts 
of two doses of toxoid or one dose of alum-precipi- 
tated toxoid were used. 

In view of these data and many additional find- 
ings too numerous to list in this communication, 
the Department of Public Health feels justified in 
continuing to recommend against the use of alum- 
precipitated toxoid and, furthermore, to continue to 
recommend that, when immunization work is being 
done, three injections of toxoid should be given, 
preferably at three-week intervals. It is the feeling 
of the Department that if immunization is worth 
doing at all, it is worth doing well. The burden of 
proof rests upon those who maintain that the pro- 
tection from these short cuts is as good or as last- 
ing as from the conservative methods which have 
yielded such striking results in the reduction of 
diphtheria in Massachusetts. 


only 


Very truly yours, 
Henry D. CHADWICK, M.D., 
Commissioner of Public Health. 
State House, 
Boston. 
eee EEE 


RECENT DEATHS 


MINITER—FRANcIS GABRIEL MINITER, M.D., of 13 
Sparhawk Street, Brighton, died at the Carney Hos- 


pital on April 10. He was in the fifty-fourth year 
of his life. 

A graduate of the Tufts College Medical School, 
Dr. Miniter was particularly interested in otology, 
laryngology and rhinology. He was a member of 
the Massachusetts Medical Society, the American 
Academy of Ophthalmology and Oto-Laryngology 
and the New England Otological and Laryngologi- 
cal Society. 


WEISER—WaALTER R. WEISER, M.D., 
Beach, Florida, died at his home on April 13. 
was in the sixty-eighth year of his life. 


of Daytona 
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A native of York, Pennsylvania, Dr. 
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eived his medical degree from the University of 
Pennsylvania School of Medicine in 1892. From 
294 to 1917 he practiced medicine in Springfield 
nd was chief surgeon of the Massachusetts State 
Hospital for eighteen years. He served in the medi- 
al corps of the United States Army during the 
World War. He came to Florida after his retirement 
from active practice in 1922. He was a former mem- 
ber of the Massachusetts Medical Society. 
His widow and one son survive him. 
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LECTURES IN ENDOCRINOLOGY 


Dr. Gordon C. Ring presented two of the special 
lectures in endocrinology at the Harvard Medical 
School on February 23 and 25, 1937, on the subject, 
“Endocrine Factors Concerned with Diabetes.” Dr. 
Ring pointed out several striking similarities be- 
tween the diabetic individual and the normal indi- 
vidual that is subjected to abnormal conditions. 
Thus, when a normal, well-nourished subject has 
fasted for several days, a marked ketosis develops, 
and the respiratory quotient falls to levels approxi- 
mating those seen in diabetic patients. As the fat 
of the body are depleted, the ketosis di- 
minishes, the respiratory quotient rises to a more 
normal level, and there is an increase in the nitro- 
gen excretion. Undernourished individuals subject- 
ed to fasting do not develop ketosis, however. The 
ketosis of diabetic animals is observed to diminish 
or to disappear as the fat stores are depleted, and 
the low respiratory quotients present during the 
period of ketosis rise to within the normal range 
as undernutrition progresses. The low respiratory 
quotient of diabetics must not be interpreted as sig- 
nifying an inability on the part of the animal to 
burn carbohydrates. Fasting nondiabetic individ- 
uals show a low sugar tolerance, and frequently 
glycosuria, after the ingestion of carbohydrate. A 
similar phenomenon is observed in well-nourished 
animals or human beings who have been maintained 
on a high fat diet for several days. The blood sugar 
curve in such individuals may simulate that of mild 
diabetes, indicating that a high fat intake impedes 
normal carbohydrate combustion, a supposition 
that is further strengthened by the fact that insulin 
is less efficient in lowering the blood sugar in per- 
sons on a high fat intake than it is in those on hig 
carbohydrate diets. . 

Although it is known that the administration of 
insulin to a diabetic patient causes a lowering of 
the blood sugar, a disappearance of ketosis, a stor- 
age of glycogen in the liver, a decrease in the nitro- 
gen excretion and an elevation in the respiratory 
quotient, it is still unknown what role insulin actu- 
ally plays in the metabolic processes. The demon- 
stration that the respiratory quotient of depancre- 
atized, pituitarectomized animals is approximately 
normal indicates that insulin is not essential for the 
metabolism of carbohydrate. The liver glycogen in 
such animals has been found to be elevated rather 


stores 





than lowered, and in a heart-lung-liver preparation 
insulin actually causes a decrease in liver glycogen 
and a rise in the blood sugar. 


A study of the blood sugar levels in arterial and 
venous bloods has shown that, as the degree of 
diabetes increases in severity, the difference in the 
two levels decreases, until in extreme diabetes 
there is no difference between the two values, in- 
dicating that the tissues have removed none of the 
sugar from the blood. Using an isolated heart, 
Evans demonstrated that insulin increased the 
utilization of sugar fivefold. These two findings 
would suggest that insulin is intimately connected 
with the removal and usage of glycogen by muscu- 
lar tissue. 

The depancreatized animal has been found to dif- 
fer from the human diabetic in regard to the blood 
fat, which is elevated in the human being, but re- 
duced in the experimental animal. The blood fat is 
elevated in such animals when they are fed whole 
pancreas, and their survival period is greatly pro- 
longed by this procedure. Diabetic animals on nor- 
mal diets develop a marked accumulation of fat in 
their livers, which disappears if they are fed raw 
pancreas. Banting and Besi discovered that lecithin 
and choline were also satisfactory in preventing 
fatty infiltration of the liver, proving that it was 
not the external secretion of the pancreas which 
was effective in the raw pancreas. Dragstedt has 
isolated a second hormone from the pancreas. The 
evidence for its existence may be summarized as 
follows: (1) if the pancreatic duct is externalized 
to prevent the secretion of pancreatic juices into 
the gastrointestinal tract, no fatty infiltration of 
the liver occurs; (2) in the diabetic animal the in- 
gestion of pancreatic juices does not influence the 
development of fatty infiltration; (3) ingestion of 
raw pancreas in amounts too small to contain 
enough choline to be effective prevents fatty infiltra- 
tion, while ingestion of brain tissue (rich in choline) 
does not prevent such infiltration; and, finally, (4) 
pancreatic extracts containing only inconsiderable 
amounts of choline prevent fatty infiltration when 
fed or injected. It is quite probable that the human 
diabetic does not suffer from a deficiency of this 
hormone. 


The metabolism of fat is markedly disturbed in 
diabetes, as is evidenced by the previously described 
high blood fat and fatty infiltration of the liver, by 
the increase in the specific dynamic action of fats 
in diabetics, and by the fact that the body fats are 
more highly saturated in diabetics than in nondia- 
betics. Insulin causes some desaturation of these 
fats. 


The question of the relation of the thyroid gland 
to diabetes has been raised because of the elevated 
basal metabolic rate observed in diabetes, and be- 
cause the sugar tolerance curve of hyperthyroid pa- 
tients is almost indistinguishable from that of pa- 
tients with mild diabetes. Dr. Ring believes that the 
latter finding can be accounted for by the marked 


depletion of liver glycogen which occurs in the 
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hyperthyroid state. The aggravation of diabetes pro- 
duced by hyperthyroidism and its temporary allevia- 
tion by thyroidectomy can be accounted for by the 
variations produced in the metabolic rates. There 
is no need to postulate a specific role for the thy- 
roid in diabetes. 

In spite of the elevation of blood sugar produced 
by large doses of.adrenalin and despite the glyco- 
suria occurring after prolonged hyperactivity of the 
sympathetic nervous system, investigations have in- 
dicated that the adrenal medulla and its secretions 
are not involved in experimental diabetes. 


Lactose and galactose relieve acidosis more 
readily than glucose, and liver glycogen formed from 
these substances is more easily liberated than that 
formed from glucose. There is some evidence that 
the presence of adequate glycogen stores in the 
liver prevents the formation of ketone bodies in 
that organ. 

The facts that diabetes is more common in women 
than in men and that there are increases in in- 
cidence of the disease at puberty and at the meno- 
pause have suggested the existence of a relation 
between the sex hormones and the disease. A pos- 
sible explanation of the high incidence at the meno- 
pause is the increase in pituitary activity which oc- 
curs at this period. There is an increase in the 
amount of follicle-stimulating hormone liberated, 
and it is postulated that there may also be an in- 
creased liberation of the diabetogenic hormone. In- 
jections of estrin, which is known to depress the 
liberation of the follicle-stimulating hormone, cause 
a definite alleviation of the symptoms of diabetes 
and a decline in hyperglycemia and glycosuria. It is 
possible that the liberation of the diabetogenic hor- 
mone is also decreased by estrin, indicating an in- 
direct relation of the sex hormones to diabetes 
through the pituitary. 


Fasting women are more apt to develop ketosis 
than fasting men, a sex difference which is observed 


in several other species. Castration of the male 
does not affect the ketosis of fasting, although the 
removal of the sex glands from the female de- 
creases ketosis to one quarter of its severity in the 
normal individual. Injections of anterior pituitary 
extracts into female castrates produce marked keto- 
sis, although theelin injections have no such influ- 
ence. These findings again suggest a reciprocal re- 
lation between the sex hormones and a pituitary 
hormone. 

Removal of the adrenal glands causes a lowering 
of liver, glycogen and a decrease in the ability of the 
animal to store glycogen. Anterior pituitary extracts 
which cause ketosis in normal animals have no such 
effect in adrenalectomized individuals. Removing 
both the pancreas and adrenals from animals and 
maintaining them on cortin enable them to survive 
three times longer than animals subjected to simple 
pancreatectomy. Facts such as these indicate the 
intimate relation between the adrenal cortex and 
the metabolic disturbances of diabetes. 





Some diabetics have been observed to show a 


marked craving for salt, voluntarily ingesting as 
much as 80 grams a day. The administration of 1 
or 2 grams of sodium chloride per kilogram each 
day has caused a decrease in the glycosuria of dia- 
betics and an elevation of the respiratory quotient, 
provided that the potassium content of their basic 
diet was maintained at a low level. These findings 
are probably associated with the lowered sodium 
content of the blood serum and red cells, the lowered 
chloride of the serum and the elevated chloride of 
the cells associated with human diabetes. They are 
perhaps related to dysfunction of the adrenal cor- 
tex. 

The pituitary intimately connected with dia- 
betes. Abnormalities of carbohydrate metabolism 
are frequently observed in pituitary dyscrasias, dia- 
betic animals show hyperactivity of the pituitary, 
and ablation of the anterior pituitary increases the 
life span of depancreatized animals. Hypophysectomy 
in depancreatized animals lowers the blood sugar 
and, in some instances, curtails glycosuria; it causes 
a reduction in ketone-body formation and a return 
of the ability of the liver to store glycogen. Such 
animals are extremely sensitive to insulin, and injec- 
tions of adrenalin produce only a very slight eleva- 
tion of blood sugar. Liver glycogen may not be 
readily released, and there is a reduction in the rate 
of liver-glycogen formation. Several workers have 
postulated a pancreatropic hormone which they claim 
stimulates and causes an increase in the pancreatic 
islets. 

The so-called diabetogenic hormone acts very rapid- 
ly, causing an increase in blood sugar and a decrease 
in liver glycogen. It possibly acts by way of the 
adrenal cortex, since its effects are not observed 
if the adrenals are ablated. 

Injections of anterior pituitary extracts cause a 
disturbance in fat metabolism and an increase in 
ketone-body excretion. The principle causing these 
effects is different from the thyrotropic and diabeto- 
genic fractions. 

The parathyroid glands atrophy in depancreatized 
animals, and the plasma calcium falls to extremely 
low levels, while the phosphate is markedly elevated. 
The explanation of these observations is unsatisfac- 
tory, and further study with the aid of pure glandu- 
lar extracts is necessary. 


is 


FAULKNER HOSPITAL CLINICAL MEETING 


The regular monthly clinical meeting was held at 
the Faulkner Hospital, Thursday afternoon, April 1. 

The first case taken up for consideration was that 
of a young girl, 10 years of age, who had a rather 
typical picture of acute appendicitis. Unfortu- 
nately, 2 days had been allowed to elapse between 
the onset of abdominal pain and consultation with 
the surgeon. At operation an acutely inflamed ap- 
pendix was found, which was removed, and a drain 
was left in. For 3 days following the operation the 
clinical chart looked satisfactory, but the patient re- 
mained distended with considerable discomfort and 
persistent vomiting. On the fourth day the tem- 
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perature, pulse and respirations began to rise some- 
what. On this day, 2,000 cc. of fluid was given in- 
travenously in divided doses of 1,000 cc. each. On 
the next day 1,000 cc. was given intravenously, and 
on the third day 1,000 cc. was given on two different 
sceasions. Despite all treatment, the patient suc- 
cumbed. 

At autopsy the infection in the peritoneum showed 
evidences of healing. There were two small walled- 
ff abscesses, one in the pelvis and one behind the 
ecum, which would probably have cleared up if the 
patient had survived. In the lungs there were an 
appreciable amount of bronchopneumonia and also 
pronounced edema. The heart showed dilatation of 
the right side in contrast to none on the left, but 
there was no evidence of myocardial degeneration. 

The question which produced the most discussion 
was whether the dilatation of the right side of the 
heart, in contrast to the lack of dilatation on the 
left, and the pulmonary edema could have been due 
to the large amount of fluid which had been given 
intravenously in 3 days. Some of those present felt 
very strongly that this could happen. It is also 
rather distressing to realize that in these enlight- 
ened days a patient with appendicitis can be al- 
lowed to go 48 hours without surgical interference. 

The other case was that of a man who had had a 
rather typical pneumonia without the type of the 
pneumococcus having been determined. <A _ few 
days after his temperature had returned to normal, 
it again became elevated, and, at this time, it was 
found that there was a positive blood culture of the 
type I pneumococcus. Signs-pointing toward the de- 
velopment of an endocarditis appeared, and the pa- 
tient succumbed to a pneumococcus septicemia de- 
spite large amounts of type I antiserum. It was 
noted that, despite the previous pneumonia and the 
existence of a pneumococcus septicemia with type 
I pneumococci, there was no evidence of antibodies 
against this type of pneumococcus. 

At autopsy, an acute valvular endocarditis due to 
the type I pneumococcus was present, in addition to 
pneumonia and empyema. The type I pneumococ- 
cus was found in the lungs, and it was also found 
in the empyema fluid. Microscopically the pneumo- 
cocci were found deep down beneath the exudate 
and fibrin and in the connective tissue of the valve 
leaflet in a position where it would seem difficult 
for the antibodies of the antipneumococcus serum 
to penetrate. Whether the septicemia was a flare- 
up of the same organism that was present during 
the preceding pneumonia is not known, of course; 
but, in some cases, it has been reported that a sub- 
sequent septicemia was due to the same type of or- 
ganism and, in others, to a different type from that 
which caused the pneumonia. 


Dr. William R. Ohler, who presented the case, 
gave some statistics, which have recently been com- 
piled from cases extending over a number of years, 
in regard to the percentage of mortality of pneu- 
monia cases with positive blood cultures, grouped in 
accordance with the type of the pneumococcus. It 





was striking to learn of the high percentages of 
fatalities in cases with the type III pneumococcus. 
This organism, when pneumococci were first classi- 
fied, was considered to be a very serious type. In 
subsequent years it did not seem to be so serious 
but apparently it causes fully as serious an infec- 
tion as was originally feared, if the organisms are 
in the blood in sufficient numbers to give a positive 
blood culture. The results of the blood cultures in 
pneumonia cases are of considerable value from a 
prognostic point of view. 

Due to illness, Dr. Calvin B. Faunce, Jr., was un- 
able to give his talk on “Diagnosis and Treatment 
of Vertigo of Aural Origin,’ and Dr. Lyman G. 
Richards substituted. 

The Faulkner Hospital has just been fortunate in 
receiving funds from one of its benefactors for the 
purchase of equipment for bronchoscopic work, and 
Dr. Richards spoke on “What Bronchoscopic and 
Esophagoscopic Examinations May Offer in Diagno- 
sis and Treatment.” In addition to presenting some 
interesting lantern slides, he emphasized the main 
symptoms for which these special types of examina- 
tions could be of benefit. In cases of hoarseness, 
unless the diagnosis can be cleared up by examina- 
tion of the larynx with mirrors, an endoscopic 
study is indicated because treatment varies mark- 
edly, depending upon the cause of the hoarseness. 
In addition to the advantage of direct inspection for 
diagnostic purposes, a biopsy may be easily carried 
out through the endoscope. In respiratory obstruc- 
tion, endoscopic investigation is frequently of value, 
because, although the x-ray may be helpful in the 
detection of foreign bodies, it must be remembered 
that some foreign bodies do not throw a shadow. 
On laryngeal narrowing, where intubation is indi- 
cated, direct examination of the larynx before in- 
sertion of the tube is frequently of value. 


Dr. Richards showed a special instrument for in- 
tubation after direct examination. The introduction 
of a tube after endoscopic examination will often 
make a tracheotomy operation much simpler and 
more satisfactory. 


He spoke of the success which has been obtained 
in some clinics from the drainage of chronic pul- 
monary suppuration through the bronchoscope but 
made it clear that by no means all cases of pulmo- 
nary suppuration could be benefited by this pro- 
cedure. 


He showed photographs of x-ray films, emphasiz- 
ing the importance of taking x-ray films at the end 
of inspiration and at the end of expiration in order 
to demonstrate obstruction in the bronchi which 


results in emphysema on the affected side. These 
pictures were very striking because the side in 
which the bronchus was obstructed was not able 
to expel the air at the end of inspiration and 
showed a well-illuminated lung. He mentioned the 
fact that reports are beginning to appear about the 
beneficial effects of injections of lipiodol in cases of 
asthma. This was beside the subject for discus- 
sion, but it occurred to him when he was showing 
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some cases of bronchiectasis which had been diag- 
nosed by lipiodol injections. 

The symptoms which indicate the 
esophagoscopic examination are dysphagia and evi- 
dences of esophageal obstruction. As some of the 
causes of these symptoms can be favorably influ- 
enced by treatment, an exact diagnosis of the cause 
of the difficulty in swallowing or of the obstruction 
to the passage of food into the stomach is of impor- 
tance. He also urged physicians to pay attention 
to the complaints of the patient and the story which 
the patient gives because, in his experience, it fre- 
quently happens that a patient has suggested re- 
peatedly that it seemed as if there were a foreign 
body in the breathing apparatus or the swallowing 
tube, and yet the practicing physician has not given 
heed to the remarks of the patient. 


need for 





WILLIAM HARVEY SOCIETY 
The monthly meeting of the William Harvey So- 
ciety of Tufts College Medical School was held in 
the auditorium of.the Beth Israel Hospital, Friday 
evening, March 5, Dr. Benjamin Sachs presiding. 
The subject, “Various Types of Grafts Used in Plas- 
tic Surgery about the Eyes,’ was discussed by Dr. 


John Martin Wheeler, professor of ophthalmology at 
Columbia University College of Physicians and Sur- 
geons and director of the Eye Institute in New 
York. 

Dr. Wheeler revealed that the subject had been 
suggested to him by his experience in three state 


medical board examinations when he was asked to 
describe the operation of skin grafting. Up to that 
_time he had not realized the important part plastic 
surgery plays in the realm of medicine. 

Plastic surgery was practiced as far back as early 
Egyptian times, but the most constructive work was 
done by the Italian, Gasparo Tagliacozzi, in the six- 
teenth century. He may rightly be called the father 
of this branch of medicine. He first attempted plas- 
tic repair of noses, lips and ears with good cosmetic 
results. Unfortunately, he also established the er- 
roneous principle that all grafts must have a pedicle 
in order to live. This single axiom has markedly 
retarded the progress of plastic surgery even up to 
the present day. 

In 1869, Reverdin demonstrated conclusively that 
all grafts need not have pedicles to be successful. He 
originated the principle of transplanting small 
islands of epithelium, introducing the punch grafts 
still widely used on large granulating surfaces. 

Thiersch, in 1874, tried thin, razor grafts, and a 
few years later Wolff advocated the use of grafts of 
full skin thickness. Dr. Wheeler prefers the nam- 
ing of grafts according to the layers of skin in- 
volved, such as dermal or dermo-epidermic, rather 
than by the classical historical nomenclature. 

Plastic surgery may be defined as molding or 
sculptural surgery. Three main types of grafts may 
be used for this purpose: autoplastic, or grafts trans- 
ferred from one part of an individual’s body to an- 
other; homoplastic, or grafts moved from one to an- 





other of the same species; and heteroplastic, or 
transplants between different species. The latter 
two types are not successful, except with corneal 
transplants. 

Pedicle grafts, although still used rather widely to- 
day with fair results, can be replaced in all but a 
few specialized cases by simpler and more adapt- 
able methods. Since the major part of plastic sur- 
gery is done about the face, pedicle grafts usually 
involve the awkward fixation of relatively large por- 
tions or members of the body, such as the arms, 
for long periods. The more modern operations do 
not involve such disability. Pedicle grafts do, how- 
ever, have a very definite value in those cases where 
the bed of the lesion is poorly vascularized, as in 
exposed bony surfaces. When used, they should be 
wider at the basal end than at the apex to prevent 
the loss of the apical portion because of insufficient 
nutrition. They may be used advantageously in re- 
pairing deficient eyelids. Dr. Wheeler demonstrated 
this application in a case of congenital absence of 
the upper lids with resulting blindness. Vision was 
recovered when pedicle grafts were advanced from 
the temporal regions to serve as functioning lids. 

Dr. Wheeler pointed out that the disfiguring con- 
tractions of scars can be largely prevented if the 
healing process of the epithelium is clearly under- 
stood. Large granulating areas are prone to con- 
tract to a marked degree. If, however, epithelium 
such as the conjunctiva is used to cover areas which 
would otherwise granulate, the resulting contraction 
is insignificant. On convex surfaces, such as the 
scalp or cheek, contraction is not feared, but on con- 
cave surfaces even small scars may cause consid- 
erable distortion. In concavities, therefore, the en- 
tire surface of the graft must take. This is especi- 
ally important in the region around the lower eye- 
lid where the cosmetic results are so noticeable. 
Thin grafts with relatively little or no subcutaneous 
tissue diminish scarification. Another principle of 
great importance is the use of tissues that simulate 
the epithelium to be repaired as closely as possible. 
Dr. Wheeler demonstrated the’ point lucidly by citing 
one of his cases. The patient desired the removal 
of a birthmark involving a large area of the lower 
eyelid and cheek. The birthmark was excised. A 
graft from the upper lid was used for the surface 
approximating the lower lid. Postauricular grafts 
were employed for the cheek surfaces. In this way 
a remarkably good cosmetic effect was obtained. 


The Reverdin or punch graft may be used suc- 
cessfully when convex surfaces, such as the upper 
eyelid, are involved. Even then, not all the islands 
of skin will take so that the usé of this type of 
graft is usually confined to those cases where a 
functional success supersedes in importance the 
cosmetic effect, as in the wide destruction of tissue 
by a carcinoma. Another use of this method of 
grafting is in the repair of multiple, small, localized 
areas of skin damage, such as those which occur in 
powder burns from firearm accidents. The small 
areas of infiltration may be removed with a trephine. 
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This instrument is also used to remove the intend- 
ed transplants from a suitable body surface. The 
punch grafts should fit as exactly as possible in 
order to obtain the best results. 

For the purpose of filling cavity defects about the 
eyes, bone, cartilage or fascia may be used. Fascia, 
and in particular fascia lata, is by far the most 
adaptable tissue. Bone does not fit snugly, and 
cartilage is inclined to warp. Fascia can be accu- 
rately adjusted to the conformity and stays in place 
no matter what the type of cavity is or how much 
scar tissue lines it. If the underlying fascial filling 
is covered by a layer of epithelium to protect it from 
the air, it will live indefinitely. Fat has been used 
advantageously for cavity fillings and is especially 
useful in the orbit. It should only be used in rela- 
tively undamaged orbits for it has little supporting 
ability per se. 

Bone grafts have only a limited use in the orbital 
region. They have been used with favorable results 
in cases of congenital absence of the roof of the 
orbit. Dr. Wheeler cited such a case where the de- 
fect caused a pulsation of the eyeball and paralytic 
squint, both of which symptoms were relieved by 
a bone graft from the outer table of the skull. 


Full-thickness skin grafts of the type introduced 
by Wolff have a wide range of application in the 
plastic repair of the regions about the eye. Such 
grafts should include as little subcutaneous tissue 
as possible and are chiefly applied in cases of 
ectropion where they may be taken from the oppo- 
site uninjured lid or from elsewhere. In this type 
of repair it is well to remember that adequate sup- 
port of the lower lid during the grafting period is 
absolutely essential. Such support may be accom- 
plished by initiating the formation of small adhe- 
sions between the upper and lower lids» by remov- 
ing small approximating surfaces of lid margin. Ad- 
hesions will form between any two opposing injured 
epithelial surfaces. In this way the upper lid sup- 
ports the lower for as long a period of time as is 
desired. 

Corneal transplants are the only examples of suc- 
cessful homoplastic or heteroplastic grafts, excluding 
those of the very low-grade tissues. Eyes of still- 
born infants, enucleated eyes and eyes of monkeys 
have been used with excellent results. Although 
vision is not always perfect, there is usually marked 
improvement. The avascularity of the cornea is 
probably an important factor in its advantageous 
use for grafting. 

The replacement of eyelids and eyebrows presents 
a difficult problem to the plastic surgeon, because 
in transplanting large hair follicles a certain num- 
ber of them will always die. The best results are 
obtained in grafts taken from analogous tissues, 
such as the opposite eyelid or brow. The scalp has 
been used with some success for the repair of eye- 
brows, but hair from this source is apt to grow in- 
definitely and irregularly. 

Dr. Wheeler then took up the problem of artificial 
eyes. In this country the issue is an important one, 





while in Europe victims are content to wear patches. 
The lining epithelium of the socket should contain 
no hair follicles or sebaceous glands and should be 
inserted over a form which is held rigidly in place 
by a pressure dressing. The importance of this pro- 
cedure cannot be overestimated, for it prevents hem- 
orrhage and reduces granulation and, therefore, 
scarring. 

Dr. Wheeler illustrated every important point of 
his interesting discussion with lantern slides. 





BOSTON SOCIETY OF ANESTHETISTS 


The regular monthly meeting of the Boston So- 
ciety of Anesthetists was held at the Hotel Ken- 
more on March 2. The following are abstracts of 
the talks given by Dr. Philip D. Woodbridge of 
Boston: 

METYCAINE SPINAL ANESTHESIA 


Metycaine, a drug chemically related to procaine, 
has been uséd with satisfaction in over 1,500 spinal 
anesthesias. Its outstanding characteristic is that 
it produces anesthesia of 40 to 50 per cent greater 
duration than does procaine. Animal experiments 
have shown it to be of the same toxicity as procaine 
when given subcutaneously, and from two to four 
times as toxic when given intravenously. Clinically 
it has appeared to be no more toxic than procaine. 
Statistics were presented on 1,381 cases. The dose 
ranged from 40 to 200 mg., and a dose as large as 
320 mg. was used in 1 case without deleterious ef- 
fect. The technic of administration is similar to 
that of procaine. Anesthesia developed in from 
3 to 8 minutes. In 90 per cent of the cases anesthesia 
was satisfactory, in 7.3 per cent fair, and in 2.7 per 
cent unsatisfactory. The common causes of dissat- 
isfaction were retching and vomiting, insufficient 
length and insufficient height of anesthesia. In all 
cases in which operation was still going on at the 
end of 60 minutes spinal anesthesia was still pres- 
ent in 99 per cent, and at the end of 90 minutes in 
73 per cent. As compared with procaine, the extra 
half hour of anesthesia which metycaine gives is of 
great advantage in such operations as cholecystec- 
tomy and combined perineal and pelvic operations. 
Anesthesia lasted at least as long as operation in 
97 per cent of the cases. A statistical report of blood 
pressure changes during operation under metycaine 
showed it to compare not unfavorably with procaine 
in this respect. 

There were no deaths attributable to spinal anes- 
thesia. Postoperative shock occurred in 9 cases, 
and in 2 of these the anesthesia was thought to be 
a contributing factor. Troublesome postanesthetic 
headache occurred in 6 patients. In 5 of these it 
was relieved by shock position, and in no case was 
it persisting or extremely severe. Toe drop oc- 
curred in 6 cases. Two of these were not due to 
spinal anesthesia, 1 was probably due to spinal anes- 
thesia or to psychoneurosis, and 3 appeared to be due 
to spinal anesthesia or to pressure from tight bed- 
clothes immediately following operation. All cleared 
up within 6 months. 
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Metycaine is preferred to procaine for spinal anes- 
thesia because of the greater duration of its effects 
without any apparent increase in toxicity. Ponto- 
caine-glucose mixtures are very definitely preferred 
to both these drugs, however, because of the great- 
er duration of anesthesia with considerably less de- 
pression of circulation and of respiration. 

Metycaine is definitely preferred to procaine for 
local and regional anesthesia because anesthesia 
develops more promptly and surely, is more intense 
and lasts longer, solutions of metycaine keep for 
long periods without deterioration and are to some 
measure self-sterilizing, and the drug is effective 
when used by topical application in the eye or in 
the urethra. 


NUPERCAINE SPINAL ANESTHESIA 

Nupercaine, a quinine derivative, is most fre- 
quently used in the form of Jones’s preparation, a 
1:1,500 dilution in 0.5 per cent saline solution. This 
solution is lighter than spinal fluid, is used in com- 
paratively large volumes, and gives anesthesia of 
several hours’ duration. It is particularly adapted 
to operations of unusual length and to those in which 
Trendelenburg position is wanted early. Eight cc. 
of the solution usually gives anesthesia of the low- 
er extremities, 12 or 13 cc. of the lower abdomen, 
and from 16 to 20 cc. is used for the upper abdo- 
men. A moving picture was shown of the technic 
of administration. Injection of the solution, warmed 
to body temperature, is made in the second lumbar 
space for abdominal anesthesia, the patient is placed 
in the prone position immediately following injec- 
tion, and, if at the end of 4 minutes, anesthesia 
is not high enough, a bar is raised under the shoul- 
ders so as to make the region of the third or fourth 
cervical vertebra the highest portion of the spine, 
in order that the light solution may float upward to- 
ward this region. Anesthesia develops in from 4 
to 12 minutes. The method is too cumbersome to 
be used for the majority of operations, but is very 
useful when unusually long anesthesia is desired. 
Relaxation has always been good, but the sensory 
effect is often not so deep as that obtained with 
procaine or metycaine. Depression of respiration 
and of circulation is relatively slight. 


REPORT OF CLINICAL TRIP 


During a recent clinical trip the following miscel- 


interest were gleaned 
and anesthetists of 


laneous items of practical 
from various pharmacologists 
the United States and Canada: 

Spinal anesthesia for pulmonary lobectomy per- 
mits the patient to expectorate the large amounts 
of secretion which may give serious trouble under 
general anesthesia. The prone position is being 
used with satisfaction for thoracoplasty; its advan- 
tage is that it relieves the pressure on the good 
lung. 

The danger of rupturing the lung by intratracheal 
insufflation of ether vapor has been overcome by 
resorting to a semi-open technic. The stem of a 
short T-tube is connected to the intratracheal 





catheter, one arm of the T-tube brings in the ether 
from the vaporizing apparatus, and the other arm 
of the tube is left open to the air. 

The lateral decubitus position for patients imme- 
diately following operation successfully prevents in- 
halation of vomitus and obstruction of the airway. 

Cocaine diminishes the vasopressor effects of 
ephedrine and of benzedrine but increases the ef- 
fects of epinephrin, cobefrin, neosynephrin and 
epinine. Ergot and ergotamine lessen the vaso- 
constrictor effects of ephedrine and benzedrine and 
abolish that of epinephrin. 

Circulatory collapse has been noted by a few anes- 
thetists in occasional cases following cyclopropane 
anesthesia. It is not known whether this is caused 
by excessive amounts of carbon dioxide in the closed 
system, to inefficient action of soda-lime, to the sud- 
den letdown to atmospheric concentration of oxygen 
from the high concentrations ordinarily used with 
cyclopropane, or to the toxic effects of the cyclo- 
propane itself. Other anesthetists have not 
this postanesthetic effect. 

Paraldehyde is probably a better and safer pre- 
liminary narcotic than avertin, and chloral hydrate 
a better anesthetic. 

Barbiturates protect against anesthetic 
gical shock. Ether anesthesia causes an 
in blood lactic acid, sugar, phosphate, fat and rate 
of coagulation, an increase in protein metabolism, 
and a decrease in glycogen and alkali reserve, in 
blood volume and in bile flow. These changes are 
characteristic of shock, and are also produced by the 
administration of epinephrin. All these 
are eliminated or reduced by preliminary adminis- 
tration of barbiturates. 

Excessive amounts of carbon dioxide are a likely 
cause of so-called “ether convulsions”, for they seem 
most apt to occur when very tall semi-open masks 
are used to induce very deep anesthesia. Extreme 
concentrations of carbon dioxide may prevent the 
absorption of oxygen by hemoglobin, and thus bring 
about tisste anoxia even in the presence of high 
alveolar oxygen. In the presence of acidosis, with 
decreased carbon-dioxide combining power of the 
blood, a slight increase in alveolar carbon dioxide 
may precipitate convulsions without a preliminary 
state of hyperpnea. It is possible that many patients 
are killed by ill-advised carbon-dioxide therapy. 
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CLINICAL MEETING OF THE STAFF OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


A clinical meeting of the staff of the Massachu- 
setts General Hospital was held in the Moseley Me- 
morial Building, March 11, Dr. Grantley W. Taylor 
presiding. 

Two cases of gonococcal arthritis were presented, 
and the therapeutic measures applied to each were 
briefly discussed. Each patient had been subjected 
to several bouts of artificial fever, which was pro- 
duced in one instance by injections of typhoid vac- 
cine and in the other by use of the “hot box.” Tem- 
peratures of 104° F. were maintained for from 4 to 12 
hours. There was marked subjective and objective 
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mprovement in both cases. Dr. Walter Bauer re- 
marked that some 60 to 70 per cent of the cases of 
eonococeal arthritis could be cured by the use of 
eood conservative treatment without resorting to 
fever therapy. 

A case of syphilis of the central nervous system 
was presented. The patient had had a persistently 
positive spinal fluid serology with gold sol curves 
characteristic of tabes and paresis, in spite of the 
fact that there were never any clinical signs of 
syphilis of the central nervous system. A complete 
course of antisyphilitic therapy with arsphenamine 
and heavy metals and an intrathecal injection of 
arsphenamine had not produced any change in the 
spinal fluid reaction, so malarial fever therapy was 
instituted. The patient had already experienced 
seven of the ten paroxysms of fever, which are usu- 
ally permitted, and it was stated that he was pro- 
satisfactorily. Dr. James B. Ayer stated 
that this form of treatment was being used much 
more commonly than in the past and expressed the 
belief that latent cases, such as the one described, 
should be so treated. 

Dr. Stafford L. Warren, of the Strong Memorial 
Hospital, Rochester, New York, presented the pa- 
per of the evening on the subject “Recent Advances 
in Fever Therapy.” Dr. Warren described physio- 
logic studies of the effect of high-frequency cur- 
rents. High-frequency currents follow the surface of 
the conducting material; and, therefore, the great- 
est current in the body is present in the skin, and 
the amount steadily decreases in the deeper tis- 
The heating effect of these currents is due 
to the resistance offered by the tissues to the flow 
of the current, and the amount of heat liberated va- 
directly with the quantity of current flow. 
Therefore, the highest temperatures are obtained 
on the body surfaces, and relatively little heat is 
produced in the deeper body tissues. The circulat- 
ing blood is of great importance in the production 
of artificial fevers, since it carries away and dis- 
tributes throughout the body the heat liberated at 
the surface. The evaporation of sweat accounts 
for most of the heat lost from the body, and any 
interference with this process allows a rapid accum- 
ulation of heat, since it is possible to build heat up 
faster than it can be lost. 

Radiant energy, as supplied by light bulbs in a 
cabinet, was found to be just as efficient as and 
much more inexpensive than the high frequency 
methods and is now used by Dr. Warren and his as- 
sociates to produce artificial fever. Using this 
method, the body temperature is maintained at 
106.7° F. for as long as 24 hours. It is considered 
unsafe to exceed this maximum temperature, since 
irreversible changes may occur in the cerebral 


gressing 
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cortex. 

In the selection of patients to be submitted to 
fever therapy, a careful evaluation of the ability of 
the heart muscle to double its rate without undue 
fatigue or injury must be made. Careful supervision 
by a qualified physician must be maintained at all 
limes during the treatment, and the cardiac rate 





and rhythm must be constantly followed for any 
signs of abnormality, which is considered as an in- 
dication for interruption of the treatment. Paralde- 
hyde is administered intravenously or by rectum to 
prevent too great discomfort and violent delirium. 
Adequate fluid and salt balance must be established 
before beginning the treatment and must be care- 
fully maintained throughout the fever. 

Certain nonspecific mechanisms of resistance are 
temporarily enhanced by the fever treatment. The 
white count shows an elevation, and young poly- 
morphonuclear leukocytes appear in the _ blood 
stream. The phagocytic powers of the blood are in- 
creased. Both of these phenomena fall rapidly after 
cessation of the fever. 

Before a patient with gonococcal arthritis is sub- 
jected to fever therapy, the infecting strain of gono- 
coccus is isolated, and its thermal death time de- 
termined by laboratory procedures. Temperatures 
above 39° C. are necessary to exert a good killing 
effect on gonococci, and the thermal death time is 
usually found to iie between 11 and 18 hours, with 
an average of 14 hours. It is the object of fever 
therapy to exceed this thermal death time in the 
patient’s body, with hope that the infecting organ- 
isms will be destroyed. The defense mechanisms 
of the individual’s body are of great importance in 
determining the outcome of the treatment. Better 
results are obtained with shorter treatments in pa- 
tients with good resistance than are obtained with 
longer treatments in patients with a poor defense. 
Instances of failure of treatment have occurred in 
individuals with little resistance to the gonococcus 
and in cases in which the duration of fever was 
not great enough to exceed the thermal death time. 
There is no apparent correlation between the ther- 
mal death time and the duration, virulence or other 
manifestations of gonococcal infection. 

Very satisfactory results were also obtained in 
the treatment of syphilis with artificial fever, a sin- 
gle prolonged fever often benefiting a paretic patient 
as much as chemotherapy. It is not believed, how- 
ever, that primary and secondary syphilis can be 
cured by such treatment, since it is impossible to 
elevate the temperature of the cornea, head and 
respiratory passages to levels sufficiently high to 
kill the spirochetes which are present there. 

The use of the fever cabinet and the technical 
procedures involved in the determination of the 
thermal death time of gonococci were illustrated 
with very excellent, colored motion pictures. 


<i 
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NOTICES 


AMERICAN BOARD OF OPHTHALMOLOGY 





The American Board of Ophthalmology has de- 
cided to establish a Preparatory Group of prospective 
candidates for its certificate, the plan being to as- 
sist physicians who wish to study ophthalmology so 
that they may become acceptable as candidates for 
examination and certification when they have com- 
pleted the requirements. 
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Any graduate or undergraduate of an approved 
medical school is eligible to make application for 
membership in this group. Candidates so applying 
will be notified officially by the secretary when the 
Board has accepted their applications. If accepted, 
data will be sent concerning ethical and educational 
requirements. Syllabuses and other information 
will be made available to them. 

Information and advice will be available to mem- 
bers in this group through preceptors who are mem- 
bers or associates of the Board. Members of the 
Preparatory Group must keep a summarized record 
of their activities, two copies of which will be sent 
to the secretary in January of each year and will 
be incorporated in the final application for exam- 
ination and certification. 

The fee for application for membership in the 
Preparatory Group will be $10. This will be de- 
ducted from the $50 which is required of every can- 
didate for examination and certification. 


The American Board of Ophthalmology will con- 
duct an examination in: 
Chicago, October 9, 1937. 
All applications and case reports, in duplicate, 
must be filed at least sixty days before the date of 


examination. 
JOHN GREEN, M.D., Secretary. 


3720 Washington Blvd., 
St. Louis, Mo. 





NATIONAL HOSPITAL DAY 


The member hospitals of the Massachusetts Hos- 
pital Association have all been asked to participate 
in the celebration of National Hospital Day, Wednes- 
day, May 12. Stories about hospitals have been sent 
to the hospitals for newspaper releases in the vari- 
ous communities. The articles and the order in 
which they may appear throughout the state are as 
follows: 

April 26. “Helping Folks to Get Well.” 

May 1. “The Hospital Goes to Picture Taking.” 

May 3. “About a Man Named Jones.” 

May 8. “Why I Chose a Hospital for My Birth- 
place.” 

Time “on the air” has been given to the commit- 
tee by station WEEI for May 11 from 3:30 to 3:45 
p. m. An effort is being made to have Governor 
Charles Hurley appear on this program. 

Many of the hospitals in Massachusetts are plan- 
ning to have open house for National Hospital Day, 
while others will conduct exhibits pertaining to hos- 
pital procedures. Teas will be given by nurses’ 
alumnae and women’s auxiliaries. Demonstrations 
by the medical staffs are on the programs of other 
hospitals. 





MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 
At 3:30 p. m. on Thursday, April 29, in the am- 
phitheater of the Peter Bent Brigham Hospital, Dr. 
Henry A. Christian, Hersey Professor of the Theory 





and Practice of Physic, Harvard Medical School and 
physician-in-chief, Peter Bent Brigham Hospital, wil] 
give a medical clinic. Practitioners and medical 
students are cordially invited to attend. 

This will be the last clinic of the series. The next 


= 


clinic will be on October 7. 





CLINICS FOR CRIPPLED CHILDREN IN MASS. 
ACHUSETTS, UNDER THE PROVISIONS OF 
THE SOCIAL SECURITY ACT 
Clinic Date Orthopedic Consultant 

Salem—May 3. Dr. Harold C. Bean. 

Haverhill—May 5. Dr. Arthur T. Legg. 

Lowell—May 7. Dr. Albert H. Brewster. 

Gardner—May 11. Dr. Mark H. Rogers. 

Brockton—May 13. Dr. George W. Van Gorder. 

Greenfield—May 14. Dr. Harry R. Wheat. 

Pittsfield—May 17. Dr. Francis A. Slowick. 

Springfield—May 19. Dr. Garry deN. Hough, Jr. 

Fall River—May 24. Dr. Eugene A. McCarthy 

Hyannis—May 25. Dr. Paul Norton. 

Worcester—May 28. Dr. John W. O'Meara. 





CORRECTION 


In the notice of the death of Dr. Walter B. Ban- 
nerman, of East Bridgewater, which appeared in a 
recent issue of the Journal, it was erroneously stated 
that his son, Donald B. Bannerman, was a senior at 
the Boston University School of Medicine. The par- 
ticular section should have read, “He is survived by 

. a son, Donald B. Bannerman, a senior at the 
Middlesex College of Medicine and Surgery... .” 





HENRY JACKSON LECTURE 

The annual Henry Jackson Lecture sponsored by 
the New England Heart Association will be held 
at the Boston Medical Library on Friday, April 30, 
at 4:45 p. m. The speaker will be Dr. Lewis A. 
Conner of New York. His subject will be “Com- 
ments upon Certain Aspects of Rheumatic Fever 
and Rheumatic Heart Disease.” A short business 
meeting will precede the lecture. Physicians and 
students of medicine are cordially invited to attend. 

JaMEsS M. FauLtkner, M.D., Secretary. 





THE BOSTON MEDICAL HISTORY CLUB AND 
THE BOSTON MEDICAL LIBRARY 
The Boston Medical History Club and the Boston 
Medical Library will hold a joint annual meeting 
Monday evening, April 26, at 8:15 o’clock, at the 
Boston Medical Library, 8 Fenway. 
PROGRAM 

“A Vesalian Miscellany.” Archibald Malloch, 
M.D., Librarian, New York Academy of Medicine. 


Illustrated by lantern slides. 
BENJAMIN Spector, M.D., Secretary. 





HOSPITAL COUNCIL OF BOSTON 
The annual meeting of the Hospital Council of 
Boston will be held at the Hotel Puritan, 390 Com- 
monwealth Avenue, Tuesday, April 27, at twelve- 
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thirty o’clock. Dr. Nathaniel W. Faxon will speak 
on “Plans for the Hospital Service Corporation.” 
Doctors are cordially invited to attend. Luncheon 
$1. Reservations should be made with the Hospital 
Council of Boston, 80 Federal Street, by Saturday, 
April 24. 





BOSTON PATHOLOGICAL SOCIETY 

The next meeting of the Boston Pathological So- 
ciety will be held at Tufts College Medical School, 
April 30, at 8 p. m. 


PROGRAM 


1. The Relation of Chemical Allergy and Anaphy- 
laxis. John L. Jacobs, M.D. 

2. Neoplastic Changes of the Chorion. H. Edward 
MacMahon, M.D. 

Physicians and medical students are cordially 
invited. 


Sipney C. DaLRyMPLeE, Secretary. 





STAFF OF THE MASSACHUSETTS MEMORIAL 
HOSPITALS 
The next meeting of the staff of the Massachusetts 
Memorial Hospitals will be held in the auditorium 
of the Evans Memorial, 78 East Concord Street, Fri- 
day evening, April 30, at 8:15 p. m. 


PROGRAM 


1. Report of a Case of Porphyria. Dr. B. S. 
Walker. 

2. The Incidence and Course of Otitis Media in 
Searlet Fever, as Influenced by Age, Mixed Infec- 
tions, Season, Tonsillectomy, Paracentesis, Sero- 
therapy and Prontylin. Dr. Conrad Wesselhoeft. 

Discussion by Drs. E. H. Place, R. C. Eley, S. B. 
Hooker, H. L. Babcock, L. F. Johnson and E. C. 
Smith. 

Physicians and medical students are cordially 
invited to attend. 


HELMUTH ULRIcH, M.D., Chairman, 
LESTER R. WHITAKER, M.D., Secretary. 





ACADEMY OF PHYSICAL MEDICINE 


The Academy of Physical Medicine will meet at 
Hotel Walton, Philadelphia, on October 19, 20, 
and 21, 1937. The secretary of the Academy is 
Herman A. Osgood, M.D., 144 Commonwealth Avenue, 
Boston. 


NEW ENGLAND SOCIETY OF PSYCHIATRY 

The annual meeting of the New England Society 
of Psychiatry will be held at the Norwich State Hos- 
pital, Norwich, Connecticut, on Tuesday, April 27, 
at twelve noon. 

The speaker will be Dr. Edward J. Humphreys, 
M.D., director of research, Letchworth Village, 
Thiells, New York, whose subject will be “Present- 
Day Research Trends in the Field of Human De- 
ficiency.” 





HARLAN L. PAIne, M.D., Secretary-Treasurer. 





BOSTON UNIVERSITY MEDICAL SOCIETY 


The next meeting of the Boston University Medi- 
cal Society will be held in the Evans Memorial Au- 
ditorium, 78 East Concord Street, Boston, on Monday 
evening, April 26, at 8 o’clock. 


PROGRAM 


Presentation of Case. 

Useful Hints in the Treatment of Gastrointestinal 
Disease. Dr. Walter C. Alvarez, Mayo Clinic, Roches- 
ter, Minn. 

Medical students, nurses and physicians are cor- 
dially invited to attend. 


Rosert E. Moss, Secretary. 





HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance), Tuesday 
evening, April 27, at 8:15 p. m. 

PROGRAM 

Presentation of Cases. 

The Calcium Salts of Bone. Dr. Milan A. Logan. 

Salt and Water Exchange between Tissues and 
Body Fluids. Dr. A. Baird Hastings, Department of 
Biological Chemistry, Harvard Medical School. 

Medical students and physicians are cordially in- 
vited to attend. « 

MARSHALL N. Futon, M.D., Secretary. 


_— 
—_— 





SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, APRIL 26 


Monday, April 26— 

*8 p. m. Lecture on alcoholism, Dr. Timothy Leary, 
in the amphitheater of the Mallory Institute of 
Pathology, 784 Massachusetts Avenue, Boston. 

*8 p. m. Boston University Medical Society. Evans 
Memorial Auditorium, 78 East Concord Street, 
Boston. 

8:15 p. m. The Boston Medical History Club and the 
oo Medical Library. Boston Medical Library, 

enway. 


Tuesday, April 27— 


*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Recent Advances in Chemotherapy. 
Dr. A. Kenneth DeHart. 


9:30 a. m. Massachusetts General Hospital. 
clinic. Ether Dome. 


*12:30 p. m. Hospital Council of Boston. Hotel Puri- 
tan. 390 Commonwealth Avenue, Boston. 


*8:15 p. m. Harvard Medical Society. Peter Bent 
Brigham Hospital amphitheater (Shattuck Street 
entrance). 

Wednesday, April 28— 

8 a.m. Massachusetts General Hospital. 
grand rounds. 

*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital case presentation. Dr. 
S. J. Thannhauser. 

t12m. Clinicopathological conference. Children’s Hos- 
pital amphitheater. 

4 p. m.-5 p. m. Surgical pathological conference. 
Dr. Cutler and Dr. Wolbach, Peter Bent Brigham 
Hospital. 

Thursday, April 29— 


*9 a. m.-10 a. m. Boston Dispensary, 
Street, Boston. Gastro-intestinal clinic. 
erine S. Andrews. 

9 a. m. Massachusetts General Hospital. 
grand rounds. 

9:15 a. m. Massachusetts General *Hospital. 
logical conference. 


Thoracic 


Orthopedic 


25 Bennet 
Dr. Kath- 


Surgical 


Neuro- 
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12m. Massachusetts General Hospital. Clinicopath- 
ological conference. _ 
*3:30 p. m. Medical clinic at the Peter Bent Brigham 
Hospital. Dr. Henry A. Christian. 
Friday, April 30— 
°9 a. m.-10 a. m. 25 Bennet 
Mental 


Boston Dispensary, 
Street, Boston. Physical Conditions, 
Health and Conduct. Dr. William Healy. 

10 a. m. Massachusetts General Hospital. 
rounds. 

12 m. Massachusetts General 
meeting of the Staff of the 
Service. Ether Dome. 

*4:45 p. m. Henry Jackson Lecture. 
Library, 8 Fenway. 

*§8 p. m. Boston Pathological 
Medical School. 

*8:15 p. m. Staff of the Massachusetts 
Hospitals. Auditorium of the Evans 
78 East Concord Street, Boston. 


Saturday, May 1— 


*10 a. m.-12 m. 
Brigham Hospital. 
Christian. 


Fracture 


Clinical 
Medical 


Hospital. 
Children’s 
Boston Medical 
Society. Tufts College 


Memorial 
Memorial, 


Peter Bent 
Henry A. 


the 
Dr. 


Staff rounds at 
Conducted by 


*Open to the medical profession. 

tOpen to Fellows of the Massachusetts Medical Society. 
April 23—Massachuse tts Psychiatric Society. Page 678, 
issue of April 15. 

April 26—Boston University Medical Society. 

April 26—The Boston Medical , History Club 
Boston Medical Library. Page 72 

April 27—Harvard Medical Socie ty. Page 723. 

April 27—New England Society of Psychiatry. Page 

April 27—Hospital Council of Boston. Page 722. 

April 28—New England Obstetrical and Gynecological 
Society. Puige 633, issue of April 8. 

April 29—Medcical clinic at the Peter Bent Brigham Hos- 
pital. Page 722. 

April 30—Henry Jackson Lecture. Page 722. 

April 30—Boston Pathological Society. Page 723. 

April 30—Siaff of the Massachusetts Memoriz nm Hospitals. 
Page 723. 

May 5—George Washington Gay Lecture. 633 
sue of April 8. 

May 5, 6, 7 and 8—American Association 
Deficiency. Page 679, issue of April 15. 

May 7—Bositon Society for the Advancement of Gastro- 
enterology. Page 678, issue of April 15. 

May 12—National Hospital Day. 

May 13—Pentucket Association of Physicians. 
Bartlett, 95 Main Street, Haverhill, at 8:30 p. m. 

June 7—American Medical Golfers Play in Atlantic 
Page 582, issue of April 1. 

June 7-11—American Medical 
Page 709. 

June 8—The American Neisserien Medical Society. 
489, issue of March 18 

June 8 and 9—American Board of Obstetrics and Gyne- 
cology. Page 78, issue of January 14 

June 11-18—Catholic Hospital Association. 488, 
issie of March 18. 

July 6-11—Fifth International 
Page 37, issue of January 7. 

September 13-17—Fifth International Congress of Radi- 
ology. Page 709. 

October 5-8—American Public Health 
ing. New York City. 

October 9—American Board of Ophthalmology, 
Page 722. 

mead 19, 20, 21—Academy of Physical Medicine. 
72 

, 25-29—American College 
Illinois. 


Page 723. 
and the 


723. 


is- 


Page 


on Mental 


Hotel 
City. 
Association. Atlantic City. 


Page 


Page 


Congress of Hospitals. 


Association meet- 
Chicago. 
Page 


of Surgeons. Chicago, 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 

May 12—Annual meeting. Salem Country Club. Speak- 
er: Dr. P. P. Jchnson of Beverly. Subject: A Trip to the 
Bahamas and Guatemala. (lllustrated.) 
R. E. STONE, 

74 Lothrop Street, Beverly. 
FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. 

second Tuesday of May. 

CHARLES MOLINE, M.D., 


M.D., Secretary. 


the 


Secretary. 
Sunderland. 
HAMPDEN DISTRICT MEDICAL SOCIETY 
April 27—Hotel Kimball, Springfield. 4:15 p. m. 
May 6—Censors’ meeting. 20 Maple Street, Springfield. 
4p. m. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
May 12—Bear Hill Golf Club, Stoneham. 
KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 





NORFOLK DISTRICT MEDICAL SOCIETY 
May—Annual me 
May 6—Censors’ 

FRANK S. 
1247 Beacon Street, 


‘ting. Details to be announced. 
meeting. 
CRUICKSHANK, 
Brookline. 


M.D., Secretary 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


May 20—11 a. m. Lakeville State Sanatorium. 
FRED F. WEINER, M.D., Secretary 
231 Main Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


April 28—Annual meeting. Boston Medical 
8:15 p. m. “Problems in Surgical Diagnosis.’’ 
ard M. Clute. 

CONRAD WESSELHOEFT, M.D., President, 
CHARLES C. LUND, M.D., Secretary. 


Library, 
Dr. How- 


WORCESTER DISTRICT MEDICAL SOCIETY 
May 6—At 4:30 in the rooms of the Worcester Medical 
Library, Inc., at 34 Elm Street, Worcester, will be held 
the spring meeting of the Board of Censors. 
Wednesday Afternoon and Evening, May 12—Annual 


meeting. 
ERWIN C. MILLER, 
Worcester. 


M.D., Secretary 
27 Elm Street, 
WORCESTER NORTH DISTRICT MEDICAL SOCIETY 


April 28—Meeting wilil be held at the 
Fitchburg, at 1 p. m. 


Burbank Hospital, 


<i 
ge 
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Clinical Roentgenology of the Cardiovascular Sys- 
tem. Hugo Roesler. 343 pp. Springfield and Bal- 
timore: Charles C Thomas, 1937. $7.50. 

Transactions of the American Association of 
Genito-Urinary Surgeons. Forty-Eighth Annual 
Meeting held at Stockbridge, Massachusetts, May 
25, 26 and 1936. Volume XXIX. 502 pp. Saint 
Paul and Minneapolis: The Bruce Publishing Com- 
pany, 1936. 

Preoperative and Postoperative Treatment. Robert 
L. Mason. 495 pp. Philadelphia and London: W. B. 
Saunders Company, 1937. 

The Diseases of Infants and Children. J. P. Cro- 
zer Griffith and A. Graeme Mitchell. Second Edi- 
tion, Revised and Reset. 1154 pp. Philadelphia 
and London: W. B. Saunders Company, 1937. $10.00. 

Children Handicapped by Cerebral Palsy. Psycho- 
logical Factors in Management. Elizabeth Evans 
Lord. A Medical Explanation by Bronson Crothers. 
105 pp. New York: The Commonwealth Fund, 1937. 
$1.25 

Aids to Pathology. 


27, 


Harry Campbell and Kenneth 
Campbell. Seventh Edition. 263 pp. London: 
Bailliére, Tindall & Cox, 1936. $1.50. 

Aids to Diagnosis and Treatment of Diseases of 
Children. F. M. B. Allen. Seventh Edition. 329 
pp. London: Bailliére, Tindall & Cox, 1937. $1.50. 

Modern Discoveries in Medical Psychology. Clif- 
ford Allen. 280 pp. London: Macmillan Co., Ltd., 
1937. $2.75. 

Clinical Laboratory Diagnosis. Samuel A. Levin- 
son and Robert P. MacFate. 877 pp. Philadelphia: 
Lea & Febiger, 1937. $9.50. 

A Handbook on Diseases of Children 
Dietetics, Welfare and the Common Fevers. 


Including 
Bruce 
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Williamson. Second Edition. 329 pp. Baltimore: 
William Wood & Co., 1936. $4.00. 

An Introduction to General Practice. E. Kaye Le 
Fleming. 150 pp. Baltimore: William Wood & 
1926. $2.00. 

The Operations of Surgery. R. P. Rowlands and 
Philip Turner. Eighth Edition. Volume II, the 
\bdomen. 998 pp. Baltimore: William Wood & 
1937. $10.00. 

The Chemistry of Natural 
Phenanthrene. 


0O., 


Co., 
Products Related to 
An American Chemical Society 
L. F. Fieser. Second Edition. 456 pp. 
Reinhold Publishing Corporation, 1937. 


Monograph. 
New York: 
$7.00. 

Medical Greek and Latin at a Glance. Walter R. 
Agard. Second Edition, Revised. 87 pp. New York: 
Paul B. Hoeber, Inc., 1937. $1.50. 

Temple University Obstetrical Guide-Book. J. O. 
Arnold. 197 pp. Philadelphia: Corson Publishing 
Company, 1937. 2.50. 

Internal Diseases of the Eye and Atlas of Oph- 
thalmoscopy. Manuel Uribe Troncoso. 530 pp. 
Philadelphia: F. A. Davis Company, 1937. $15.00. 

Safe Childbirth: The Three Essentials. 1. Round 
Brim. 2. Flexible Joints. 3. Natural Posture. Kath- 
leen Olga Vaughan. 154 pp. Baltimore: William 
Wood & Co., 1937. $3.00. 

Cancer and Diet. With Facts and Observations on 
Related Subjects. Frederick L. Hoffman. 767 pp. 
Baltimore: The Williams & Wilkins Company, 1937. 
$5.00. 

Senile Cataract. Methods of Operating. W. A. 
Fisher. Third Revised Edition. 150 pp. Chicago: 
The H. G. Adair Printing Co., 1937. $2.00. 

Ophthalmoscopy, Retinoscopy and _ Refraction. 
With New Chapter on Orthoptics. W. A. Fisher. 
Fourth Revised Edition. 210 pp. Chicago: The 
H. G. Adair Printing Co., 1937. $2.00. 





BOOK REVIEWS 


Oral Diagnosis and Treatment Planning. A Text- 
book for Students and Practitioners of Dentistry 
and Medicine. Samuel Charles Miller. 620 pp. 
Philadelphia: P. Blakiston’s Son & Co. 


This book represents an effort on the part of 
twenty-two contributors, each an authority in a spe- 
cial field, to give the dental student the means of 
improving his diagnostic ability and of correlating 
various phases of medical and dental problems in 
the oral cavity. 

It is a comprehensive volume of more than six 
hundred pages and is divided into twenty-six chap- 
ters, which are profusely illustrated. The first chap- 
ter is a general outline of the signs of oral diagno- 
sis, supplemented by specific charts for the stu- 
dent to follow. The second and third chapters deal 
with head pains and pains of dental origin. They 
are well written in a practical and instructive 
manner. 

The other chapters cover the entire field of den- 
tistry and oral surgery. As is the case with most 





books compiled by various writers, this book con- 
tains repetitions and lacks a certain amount of con- 
tinuity among the various chapters. However, the 
editor has tried to minimize this defect by skilful 
arrangement of the chapters. 

It is probably the first time that dental literature 
has brought forth such an extensive work on the 
diagnosis of dental diseases. It is valuable not only 
for students and practitioners of dentistry, but also 
for physicians. There are chapters of interest to 
the latter, especially those that cover the diseases 
of the oral mucous membranes, mouth infections and 
their relation to systemic disease, oral and dental 
diseases of occupational origin and oral manifesta- 
tions of endocrine dysfunction. 


Surgery for Dental Students. Philip H. Mitchiner, 
Clement E. Shattock, Edward G. Slesinger, and 
Cecil P. G. Wakeley. 364 pp. Baltimore: William 
Wood & Company. $4.75. 


This book, as stated by the authors, has been writ- 
ten to provide the dental student and practitioner 
with a work to which he can refer for practical 
guidance regarding the care of surgical conditions. 
The material is divided into nineteen chapters, of 
which the first deals with general surgical pathol- 
ogy. The succeeding chapters describe major sur- 
gical operations for such conditions as wounds, tu- 
mors, surgical diseases of the blood vessels, nerves, 
lymphatics, fractures, and so on, and the book ends 
with a discussion of the nose and eyes. 


The authors have laid special emphasis on surgical 
diseases in which the dental student has direct in- 
terest, such as diseases of the mouth, teeth and 


jaws. Their approach is in simple and concise ian- 
guage, supplemented by instructive illustrations. In 
the hands of the dental student, the book would 
serve as a useful syllabus on surgery and surgical 
pathology; from it he can gather a good deal of 
knowledge, which can be amplified, if desired, by 
consultation with more exhaustive texts. 


The Harvey Lectures. Delivered under the Auspices 
of The Harvey Society of New York. 1935-1936. 
Series XXXII. 255 pp. Baltimore: The Williams 
& Wilkins Company. $4.00. 

As usual, this annual lecture series covers a wide 
field. The titles give the scope of the volume: “Pro- 
teins and Proteolytic Enzymes,” by Dr. Max Berg- 
mann; “The Significance of Chimpanzee-Culture for 
Biological Research,” by Prof. Robert M. Yerkes; 
“The Virus Tumors and the Tumor Problem,” by Dr. 
Peyton Rous; “Relations between the Parathyroids, 
the Hypophysis and the Pancreas,” by Dr. B. A. 
Houssay; “The Interrelation of Cerebrum and Cere- 
bellum in the Regulation of Somatic and Autonomic 
Functions,” by Dr. John Farquhar Fulton; “The In- 
fluenzas of Swine and Man,” by Dr. Richard E. 
Shope; “Malignant Cells,’ by Dr. Warren H. Lewis, 
and “The Physiology of the Bronchial Vascular 
System,” by Dr. I. de Burgh Daly. All of the lec- 
tures are of high quality and give, in concrete form, 
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the substance of advance research by men eminent 
in various aspects of scientific endeavor. They can- 
not be abstracted for review as they are already 
condensation of thought and epitomes of biologic 
studies. Their various appeal should be welcome 
reading for those working in the same or allied 
subjects, although the charm of the individual pres- 
entation is lost in the printed page. 





The Legal Aspects of Milk Control. James A. Tobey. 
102 pp. Chicago: International Association of 
Milk Dealers. 

The history of the legal aspects of milk control 
forms an important and well-nigh fundamental chap- 
ter in the public health history of the country. The 
ability to control milk supplies through legislation 
by the several states lies in their police power, one 
of the rights specifically reserved to the states un- 
der the Constitution. The gradual development of the 
legislative control of milk is an excellent illustra- 
tion of the way in which the police power of the 
states has been applied for promoting the welfare 
of the people. Valuable precedents for public 
health legislation have been established through 
court decisions on various aspects of the legal con- 
trol of milk supplies. 

Consequently Dr. Tobey, in collecting and compil- 
ing this monograph on the development of milk con- 
trol legislation, has made a worthwhile contribu- 
tion to the history of public health measures in the 
United States. The subject matter is succinctly 
treated in ten chapters, covering the reasons for pub- 
lic control of milk; sanitary regulation of milk by 
the state; municipal control of milk; licenses and 
permits; standards for milk and dairy products; in- 
spection, sanitation and seizure of milk; tuberculin 
testing and the health of dairy cattle; pasteuriza- 
tion; containers for milk; and liability in connec- 
tion with dairy products. There is an excellent bib- 
liography of cases, a table of cases by states and a 
bibliography. The work constitutes a valuable text- 
book for health officers, students of public health 
and those engaged in the production and sale of 
milk. 





Physical Diagnosis. Ralph H. Major. 457 pp. 
Philadelphia and London: W. B. Saunders Com- 
pany. $5.00. 

Major’s textbook of physical diagnosis is of an 
ideal size. The illustrations are unsurpassed. The 
introductory chapters on the history of physical di- 
agnosis and on pain are of much interest and value. 
The work as a whole is easy to read. But the re- 
viewer cannot agree that extrasystoles and auricu- 
lar fibrillation “may be diagnosed by simple inspec- 
tion of the carotid pulse without palpating the ra- 
dial pnise or listening to the heart.” One may well 
take exception to the statement that syphilis is a 
cause of aortic stenosis. The descriptions of vesic- 
ular and bronchial breathing, although of histori- 
cal interest, do not, in the reviewer’s opinion, con- 
vey a very clear idea of the characteristics of their 





sounds. It is unfortunate that in this, the first edi- 
tion, the pulmonary artery is depicted as arising 
from the right auricle. Cardiac irregularities, sure 
ly an important subject, are but briefly discussed 
Similarly, chronic pulmonary tuberculosis is too sum- 
marily dismissed. There is a certain amount of un- 
necessary repetition especially in relation to heart 
murmurs. It may well be questioned whether res- 
piration is slowed “in obstructions to the bronchus.” 
One searches in vain for a clear description of the 
signs and symptoms of cardiac failure. 

On the whole, -the reviewer cannot recommend 
this book to students of the subject. 


Rural Health Practice. Harry S. Mustard. 603 pp. 
New York: The Commonwealth Fund. $4.00. 
This author is now associate professor of public 

health administration in the School of Hygiene and 

Public Health of Johns Hopkins University. Al- 

though such positions sometimes imply a relatively 

sheltered life, such cannot have been the case in 
this instance. 

The book is a text of nearly six hundred pages, 
none of which have strayed very far from the title. 
Rural health practice is defined; its historical back- 
ground is cited; its varied forms and promotion 
are discussed; and its responsibilities are placed in 
a very readable and satisfactory manner. Anyone 
who has interested himself in local public health 
problems to the extent of entering the inevitable 
petty conflicts which arise will find much to vindi- 
cate his hurt and possibly repressed feelings. Al- 
though political chicanery, outmoded personnel and 
other such rancors are dealt with barehanded, 
there is no righteousness in the author’s style. His 
discussions of finances, budgets, salaries and selec- 
tion of quarters all indicate that they are written 
by a man who has been there. 

Among many excellent chapters, one on epidemio- 
logical considerations stands out particularly. The 
reviewer even read the chapter on syphilis, which 
calls for exceptional fortitude nowadays. 

Altogether it is a well-conceived, well-written and 
well-printed work; the first to appear in its special 
field, and one which will become an indispensable 
help to all who hope to practice modern public 
health in a rural community. The reviewer makes 
this prediction with considerable confidence. 





Research in Dementia Precox. [Sic.] Nolan D. C. 
Lewis. 320 pp. New York: The National Com- 
mittee for Mental Hygiene. $1.50. 


This monograph which is a publication of the re- 
search project directed by the National Committee 
for Mental Hygiene and financed by the Scottish 
Rite Masons is an extensive bibliography and di- 
gest of books and articles published. Presumably 
the product of several workers, it is valuable as a 
reference compilation. It disappoints the reader, 
however, insofar as critique or originality is ex- 
pected. 





